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EXECUTIVE  SUMMARY 


1 .  Background 

The  ability  of  HCFA  analysts  to  study  physician  treatment  and  bill- 
ing patterns  involving  the  Medicare  population  has  been  hampered  by  the 
fact  that  Medicare  Part  B  data  regularly  available  to  the  HCFA  central 
office  are  beneficiary-oriented,  not  physician-oriented,  and  thus  do 
not  permit  study  of  physician-specific  care  patterns.  A  second  limita- 
tion, equally  restrictive,  is  that  these  regularly  available  data  con- 
tain no  information  identifying  the  specific  service  provided.  A  physi- 
cian-oriented file,  in  which  procedural  (as  well  as  other)  information 
is  provided,  would  be  of  distinct  value  to  HCFA. 

Two  comprehensive  sets  of  Part  B  data  have  been  available  at  the 
HCFA  central  office.  One  set,  the  payment  records,  consists  of  a  tape 
record  prepared  by  Medicare  carriers  after  the  amount  of  reimbursement 
on  each  individual  bill  has  been  determined  and  pajnnent  made.  No  in- 
formation is  available  in  the  payment  records  describing  the  specific 
medical  care  service(s)  for  which  payment  is  being  made. 

The  second  set  of  data  available  at  the  central  office  is  the  Part  B 
Sample  Bill  Summary  Record.  The  Summary  Record  is  a  magnetic  tape  record 
which  provides  information  identifying  the  beneficiary  (a  5  percent  sam- 
ple of  beneficiaries  based  on  HIC  number),  the  physician/supplier ,  and 
total  monies  as  well  as  data  on  type  and  place  of  service  up  to  a  maxi- 
mum of  18  combinations  that  may  be  reported  on  individual  bills.  Again, 
there  is  a  lack  of  procedure  information. 

Thus,  the  two  principal  Medicare  Part  B  data  systems  exclude  the 
specific  items  of  information  used  by  the  carriers  in  establishing 
fee  screens,  physician  profiles,  and  the  geographic  configuration 
within  which  prevailing  charges  are  aggregated.  The  single  most  impor- 
tant item  of  information  omitted  is  the  procedure  code.  The  procedure 
code  describes  the  specific  medical  care  service  provided  and  billed. 
Both  customary  and  prevailing  charges  are  defined  in  terms  of  specific 
medical  procedures  and  their  codes.  Likewise,  submitted  charges, 
allowed  charges,  place,  type,  and  number  of  services  are  given  much 
enhanced  meaning  only  when  they  are  associated  with  the  specific  proce- 
dure provided  by  the  physician. 

However,  until  recently  carriers  used  differing  procedure  codes  so 
that  comparability  was  circumscribed.  The  decision  by  HCFA  to  develop 
and  implement  the  HCFA  Common  Procedure  Coding  System  (HCPCS)  was  a 
significant  milestone  in  alleviating  the  problem.  Physician-oriented 
data  supplied  by  the  carriers,  including  procedure  codes,  will  provide 
the  means  for  clear  comparisons,  carrier  to  carrier  and  state  to  state. 

2 .     Obj  ectives 

A  primary  objective  of  this  project  was  assessment  of  the  feasibil- 
ity and  cost  of  developing  a  physican-oriented  data  base  containing  in- 
formation not    now    regularly    available    to    the    HCFA    central  office. 
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Another  primary  objective  was  to  develop  and  implement  (on  a  pilot 
basis  using  a  select  sample  of  carriers)  a  methodology  for  gathering 
the  foregoing  information  from  the  Medicare  carriers.  This  methodology 
would  provide,  in  a  central  Medicare  Part  B  file,  data  that  would 
allow  the  production  of  estimates,  for  individual  physicians  or  classes 
of  physicians,  concerning  (a)  the  degree  of  physician  participation 
(acceptance  or  non-acceptance  of  beneficiary  assignment  of  bill  reim- 
bursement), (b)  the  specific  services  (in  procedure  code  detail)  that 
HCFA  is  paying  for,  (c)  how  much  is  being  paid  to  physicians  who  bill 
individually  and/or  who  bill  as  a  member  of  a  group,  (d)  what  physician 
billing  patterns  exist  for  the  same  procedure  and  in  procedure-relative 
terms,  (e)  the  effect  of  billing  professional  component  or  complete 
service,  i.e.,  radiology  and  pathology  services,  (f)  how  practice  pat- 
terns vary  within  and  among  localities,  (g)  variations  in  practice 
patterns  when  intercarrier  comparisons  are  made,  and  a  host  of  related 
matters. 

A  third  objective,  related  to  the  two  primary  objectives,  was  to 
develop  an  understanding  of  the  methods  used  by  carriers  to  assign 
provider  numbers  to  physicians  having  more  than  one  type  of  practice  or 
practice  locale  and  how  physician-specific  data  are  maintained  for 
group  practices  with  two  or  more  physicians. 

3 .  Applicable  Data  Sources 

This  project  was  concerned  only  with  bills  for  physician-provided 
services  that  were  considered  for  reimbursement  on  a  f ee-f or-service 
basis  by  carriers.  The  primary  mode  used  by  carriers  to  accumulate 
and  maintain  processed  and  paid  bills  is  in  what  is  known  as  the  "pa- 
tient history"  file.  "Patient  history"  is  maintained  in  health  insur- 
ance claim  (HIC)  number  order  and  in  date  of  service  sequence  for 
calendar  periods  of  at  least  15  months  extending  from  October  of  one 
year  through  December  of  the  next  (to  coincide  with  the  period  during 
which  the  $75  deductible  can  be  met) . 

All  submitted  bill  data  are  periodically  added  to  the  patient  his- 
tory file.  Annually,  many  carriers  sort  the  patient  history  file  of 
bills  into  physician/supplier  sequence  and  process  the  data  so  as  to 
develop  the  physician's  customary  charges  for  each  procedure  meeting 
the  criteria  established  by  the  carrier  and  create  prevailing  fee 
limits. 

We  have  briefly  described  these  processes  to  emphasize  the  point 
that  the  ideal  timing  to  meet  the  objectives  of  this  project  is  to 
extract  the  desired  items  of  information  annually  from  each  carrier-paid 
Medicare  bill    at  the  time  the  file  is  in    physician/supplier  sequence. 

4 .  Selection  of  Carriers 

The  development  of  the  HCPCS  (the  HCFA  C^ommon  P^rocedure  C^oding 
System)  and  the  decision  to  encourage  Medicare  carriers  to  adopt  and 
use  this  system  provides  the  means  for  making  comparisons,  across 
carriers  and  states,  concerning  the  frequency  and  costs  of  physicians' 
services.     These    services    are   described   by  procedure   codes;  however. 
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until  the  advent  of  HCPCS'  use  by  carriers,  it  ^was  very  difficult  to 
compare  carrier  data,  since  by  the  1980 's  each  carrier  used  a  fairly 
unique  procedural  coding  system,  independently  modified  and  updated  as 
the  need  arose.  For  this  reason,  it  was  decided  to  restrict  the  data 
collection  aspects  of  this  study  to  carriers  that  used  HCPCS  during 
1983. 

These  criteria  limited  the  number  of  carriers  available  for  inclu- 
sion in  the  project.  The  carriers  listed  below  met  these  criteria  and 
agreed  to  participate  in  the  project;  each  worked  with  Mandex  to  pro- 
vide the  tapes  and  other  information  we  required. 

Blue  Cross  and  Blue  Shield  of  South  Carolina 
Blue  Cross  and  Blue  Shield  of  Minnesota 
Washington  Physician  Service 

Blue  Shield  of  North  Dakota  which  is  also  the  carrier 
for  South  Dakota 

DISCUSSION 

1 .     Development  of  Data  Elements 

The  process  of  working  in  close  cooperation  with  the  carriers 
participating  in  the  project  involved,  in  our  view,  the  sharing  of  our 
plans.  Accordingly,  we  requested  specific  information  describing  each 
carrier's  patient  history  file,  customary  and  prevailing  charge  files, 
and  provider  files.  At  the  same  time,  we  provided  each  carrier  with  our 
preliminary  list  of  the  data  elements  being  considered  for  inclusion  in 
the  data  set. 

This  initial  letter  requesting  fairly  voluminous  material  was  fol- 
lowed a  month  later  with  a  second  letter  which  provided  each  carrier 
with  a  copy  of  our  Research  Design  Report.  It  also  provided  the  tenta- 
tive schedule  for  the  project  and  requested  additional  material. 

The  responses  to  our  requests  for  information  and  material  allowed 
us  to  make  some  determinations  regarding  the  availability  of  the  data 
elements  contained  in  our  preliminary  list.  At  the  same  time,  compari- 
sons were  made  between  the  preliminary  codes  for  these  data  elements 
and  the  carrier  codes.  We  were  now  ready  to  provide  the  carriers  with 
our  tentative  list  of  data  elements  and  their  codes. 

The  carriers  responded  promptly.  Each  had  thoroughly  reviewed  the 
tentative  list  of  data  elements  and  provided  details  of  available  data 
elements  and  of  each  element  in  which  codes  were  not  identical.  In 
each  such  situation,  the  specific  codes  used  were  provided. 

On  the  basis  of  these  responses  and  a  thorough  review  of  the  mate- 
rials describing  and  defining  HCFA's  new  data  system  (Sections  13700- 
13725  Part  B,  Medicare  Data  Files),  the  tentative  list  of  data  elements 
and  their  codes  were  modified. 

The  following  revised  list  of  data  elements  and  codes  (Exhibit  A) 
reflects  the  above  eliminations  and  the  code  revisions  needed  to  conform 
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EXHIBIT  A. 


REVISED  LIST  OF  DATA  ELEMENTS  FOR 
PHYSICIAN-ORIENTED  DATA  BASE 


Field  Posicion 

Number                 Description  in  Record 

1.  Carrier  number  assigned  by  HCFA  -------  1-5 

2 .  Provider  number  assigned  by  carrier  -----  6-15 

3.  Physician  SSN/EIN    16-24 

4.  SSN/EIN  Indicator    25 

5 .  Provider  type  -  --  --  --  --  --  --  --  -  26 

6 .  Number  of  physicians  in  group  --------  27-29 

7.  Physician  Specialty  Code    ----------  30-31 

8  .  Indicator  for  board  certification  ------  32 

9.  Beneficiary  number  (HIC)   33-44 

10.  Beneficiary  sex  ---------------  45 

11.  Beneficiary  year  of  birth  ----------  46-49 

12.  Place  of  service    --------------  50 

13.  Type  of  service      --------------  51 

14.  HCPCS  code   52-56 

15.  Modifier  for  HCPCS  cade   57-58 

16.  Frequency  of  service  -------------  59-60 

17.  Amount  billed  ----------------  61-67 

18.  Amount  allowed    ---------------  68-74 

19.  Customary  charge    --------------  7  5-81 

20.  Prevailing  charge   82-88 

21.  Geographic/ specialty  indicator  for 

setting  prevailing  charge  ----------  89 

22.  From  date  of  service    ------------  90-94 

23.  To  date  of  service   95-99 

24.  Date  paid   100-104 

25.  Assignment  code  ---------------  105 

26.  Beneficiary's  state  -------------  106-107 

27 .  Type  of  payment  record     -----------  108 

28.  Amount  of  deductible  withheld  --------  109-112 

29.  Principal  diagnosis  -------------  113-117 
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the  codes  to  HCFA' s  data  system  codes.  Codes  for  non-physician 
services  were  eliminated  from  the  code  schemes. 

This  revised  list  of  data  elements  (Exhibit  1)  together  with  the 
codes  was  now  sent  to  each  of  the  carriers.  Mandex  had  made  the  deci- 
sion to  request  each  carrier  to  provide  the  data  elements  and  codes 
in  standard  format  and  convert  their  codes  to  the  "standard"  codes 
whenever  the  code  numbers  disagreed  and  conversion  was  feasible.  This 
decision  was  reached  on  the  basis  of  our  exhaustive  study  of  all  of 
the  material  sent  to  us  by  the  carriers.  This  material  made  it  clear 
that  the  nuances  inherent  in  each  of  the  carriers'  data  systems  made 
it  likely  that  we  might  misinterpret  elements  of  these  data  systems, 
if  we  attempted  the  conversions  and  matching  of  files. 

A  letter  was  now  sent  to  each  of  the  participating  carriers  that  re- 
flected the  elimination  of  data  elements  not  available  in  the  history 
master  files,  requested  conversion  of  codes  to  the  "standard"  codes 
as  necessary,  and  specified  tape  content  and  timing. 

One  of  the  carriers,  Washington  Physician  Service  (WPS),  indicated 
that  it  would  be  unable  to  begin  this  conversion  process  until  mid-  to 
late  August  due  to  staffing  limitations  and  system  utilization.  They 
offered  to  provide  a  copy  of  their  Medicare  history  master  file  and 
copies  of  their  customary  and  prevailing  charge  files.  We  agreed  to 
accept  this  option,  and  to  carry  out  the  steps  necessary  to  convert 
these  files.  Relatively  few  questions  requiring  carrier  response  were 
encountered  during  our  handling  of  the  WPS  data.  All  other  carriers 
agreed  to  carry  out  the  conversion. 

2 .  Costs  of  Physician-Oriented  Data  Base  Tapes 

The  use  of  the  following  data  tape  files  was  necessary  to  accomplish 
the  objective  of  creating  a  physician-oriented  data  base  for  each  car- 
rier area:  (1)  Master  patient  history,  (2)  Physician  customary  charges, 
(3)  Physician  prevailing  charges  file. 

Three  of  the  four  carriers  provided  tapes  as  requested  in  our 
letter.  As  indicated  above,  one  carrier  provided  a  copy  of  the  master 
patient  history  file  as  of  June  1984.  However,  this  carrier  also  pro- 
vided an  estimate  of  the  cost  of  preparing  the  tapes  as  requested. 
Total  costs  for  the  four  physician-oriented  data  base  files  would  have 
been  $16,891  for  the  four  files. 

3 .  Final  List  of  Data  Elements  and  Codes 

The  final  list  of  data  elements  for  the  Physician-Oriented 
Data  Base  defines  the  content  of  the  data  tapes  that  are  in  the  HCFA 
Tape  Management  System  and  the  position  of  each  field  in  the  tape 
record.  Field  29  was  added  to  accommodate  the  South  Carolina  provider 
identification  changes  that  were  made  during  1983.  These  are  described 
in  Section  4  below. 


4 .     Provider  Numbering  Systems 


A  significant  segment  of  the  project  involved  the  development  of 
methods  for  selecting  a  sample  of  physicians  with  the  sampling  frame  to 
"be  based  on  carrier  assigned  provider  number."  Previous  experience 
had  indicated  that  provider  identification  was  a  complex  and  involved 
matter.  We  therefore  decided  to  visit  each  of  the  carriers  (except 
South  Carolina  Blue  Shield)  to  review  this  subject  in  as  much  detail  as 
possible.  At  the  same  time,  we  planned  to  obtain  information  on  the 
costs  of  providing  a  sample  of  1,  5,  and  10  percent  for  the  PODB  rather 
than  the  100%  data  being  gathered  for  the  project.  We  also  visited 
one  carrier,  California  Blue  Shield,  that  has  a  contractor  employing  a 
random  access  disc-based  system  for  their  patient  history  file.  We  had 
excluded  from  consideration  for  participation  in  the  project  carriers 
that  used  random  access  disc-based  systems,  since  such  a  system  results 
in  high  costs  when  required  to  select  relatively  large  numbers  of 
records . 

5 .     Carrier  Identification  of  Physicians 

All  carriers  visited  use  two  numbers  to  identify  physicians.  One 
is  the  Social  Security  Number  (SSN);  the  other,  the  Employer  Identifica- 
tion Number  (EIN).  These  two  federal  numbers  are  used  to  report  claims 
reimbursement  to  the  U.S.  Treasury  Department.  The  SSN  identifies 
individual  practitioners.  The  EIN  may  identify  a  single  physician  who 
has  incorporated  or  more  than  one  physician.  However,  no  distinction 
can  be  made  so  that  the  EIN  identifies  as  a  group  all  physicians  who 
are  not  individual  practitioners. 

Carriers  also  assign  a  provider  number  to  each  provider  of  Medicare 
Part  B  services.  Each  of  the  four  carriers  visited  maintained  a  provider 
file.  The  provider  number  is  always  unique  for  each  defined  provider. 
These  definitions  vary  from  carrier  to  carrier.  When  a  provider  has 
more  than  one  location,  a  provider  number  is  assigned  to  each  location 
but  only    a    single    SSN    or    EIN    will    be    carried    for    each  provider. 

Two  of  the  four  carriers  participating  in  the  project  can  identify 
each  individual  physician.  A  third,  WPS,  also  can  identify  each  physi- 
cian except  those  in  a  single  specialty  group  whose  members  all  except 
the  same  fees.  Minnesota  Blue  Shield  uses  the  provider  number  only 
when  the  SSN  or  EIN  is  not  known.  However,  using  the  specialty  codes 
in  conjunction  with  the  SSN  and/or  the  EIN,  solo  practitioners,  single 
specialty  groups  and  multi-specialty  groups  can  be  identified. 

6 .     Cost  of  the  1 ,  5  or  10  Percent  Sample 

All  four  of  the  carriers  participating  in  the  project  stated  that 
there  would  be  no  cost  differential  of  any  consequence  resulting  from 
their  extracting  a  1,  5,  or  10  percent  sample,  rather  than  the  100% 
data  provided  to  us. 
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SUMMARY 


Specifications  for  the  preparation  of  a  carrier  originated  physi- 
cian-oriented data  base  have  been  developed  during  the  course  of  this 
project  and  the  feasibility  of  such  a  data  base  has  been  established. 
The  data  elements  included  in  the  data  base  were  suggested  initially 
on  the  basis  of  HCFA  and  other  researchers'  expressed  interests.  The 
final  list  of  data  elements  was  determined  on  the  basis  of  their  avail- 
ability in  the  carrier  maintained  master  patient  history  files.  Thus, 
the  only  provider  information  included  in  the  data  set  are  provider 
data  available  on  the  individual  claims  records  incorporated  into  the 
master  patient  history  files.  Similarly,  the  codes  specified  for  each 
da-ta  element  are  either  those  specified  by  HCFA  for  its  own  use  and  as 
instructions  or  as  guides  to  the  Medicare  Part  B  carriers  or  those  in 
general  use  by  the  carriers. 

The  project  obtained  from  three  of  the  four  participating  carriers 
tapes  created  by  the  carriers  that  were  in  the  format  specified.  Also, 
to  the  maximum  extent  feasible,  codes  used  by  a  carrier  that  varied 
from  the  "standard"  codes  specified  for  a  data  element  were  converted 
by  the  carrier  to  match  the  "standard"  codes.  The  data  obtained  from 
the  fourth  carrier  allowed  Mandex  the  opportunity  to  carry  out  each  of 
the  steps  necessary  to  first  match  the  records  in  the  master  patient 
history  file  with  the  customary  and  prevailing  files  in  order  to  insert 
customary  and  prevailing  charge  data,  then  to  convert  each  set  of  codes 
as  needed  to  the  "standard"  codes,  and  finally  to  create  the  PODB  file 
in  "standard"  format.  Each  of  the  steps  required  to  accomplish  this 
and  the  computer  time  required  is  described  on  pages   24-25  and  28-32. 

A  major  goal  of  the  project  was  to  develop  methods  for  selecting  a 
sample  of  physicians  so  that  it  would  be  unnecessary  for  HCFA  to  collect 
100%  of  Part  B  bill  data.  To  accomplish  this,  the  scope  of  work  speci- 
fied that  "the  sampling  frame  must  be  based  on  carrier  assigned  provider 
number."  During  the  course  of  the  project,  it  was  determined  that  for 
three  of  the  four  carriers,  a  sampling  frame  of  individual  physicians 
can  be  established.  This  frame  will  allow  stratification  of  any  size 
sample  according  to  physician  specialty.  In  the  fourth  of  the  partici- 
pating carriers,  the  sampling  frame  cannot  be  individual  physicians. 
Rather  it  can  be  (1)  solo  practitioners;  (2)  single  specialty  groups; 
and  (3)  multiple  specialty  groups. 

Another  major  goal  of  the  project  stated  in  the  scope  of  work  was 
to  obtain  estimates  of  "the  additional  costs  to  the  carriers  of  provid- 
ing these  specific  data  when  timed  to  coincide  with  the  annual  fee 
screen  update.  These  costs  must  be  estimated  for  samples  of  1,  5,  and 
lO  percent  of  all  practices."  The  cost  of  obtaining  the  100%  data 
specified  to  the  carriers  that  provided  the  selected  data  elements 
and  converted  codes  in  the  "standard"  format  would  have  been  $16,891 
had  all  four  carriers  provided  such  data  from  their  master  patient 
history  files.     Each  carrier  has  estimated  that  the  cost  of  a  1 ,  5 ,  or 
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10  percent  sample  would  be  essentially  the  same.  The  difference  between 
100%,  10%,  5%,  and  1%  samples  is  accounted  for  by  the  actual  cost  of 
the  additional  reels  of  tapes  as  sample  size  increases,  since  the 
entire  file  must  be  searched  in  order  to  extract  a  sample  even  when  the 
file  is  in  physician  sequence.  Computer  systems  developed  by  of  a  num- 
ber of  carriers  may  not  require  that  the  file  be  put  into  physician 
sequence  in  order  to  update  profiles. 


All  of  the  data  received  from  the  four  participating  carriers  have 
been  entered  into  the  HCFA  Tape  Management  System.  These  are  100% 
samples  of  the  1983  files  submitted,  not  a  sample  data  base  as  suggested 
in  the  scope  of  work. 


RECOMMENDATIONS 


The  visits  made  to  the  carriers  for  Minnesota,  North  and  South 
Dakota,  Washington,  and  Northern  California  provided  detailed  informa- 
tion as  to  the  methods  and  procedures  used  to  identify  physicians. 
Because  we  had  worked  closely  with  South  Carolina  Blue  Shield  and  its 
data  systems  since  1979,  we  felt  confident  that  we  were  sufficiently 
knowledgeable  about  the  specifics  of  their  system  for  identification 
of  physicians  so  that  no  visit  was  necessary.  South  Carolina  physicians 
can  be  individually  identified  and  specialty  stratified  samples  can 
be  drawn. 

Our  visits  confirmed  that  visits  to  each  carrier  are  needed  to 
achieve  a  full  understanding  and  comprehension  of  each  carrier's  system 
for  identifying  physicians.  Only  on  the  basis  of  this  detailed  infor- 
mation can  a  valid  sampling  frame  be  constructed.  Our  first  recommend- 
ation is  that  these  visits  should  be  made  by  a  cadre  of  at  least  two 
persons  and  at  most  four  who  are  fully  conversant  with  the  potential 
sample  design  options  and  with  carrier  operations. 


Our  second  recommendation  is  that  HCFA  collect  the  physician-ori- 
ented data  base  files  on  a  100%  basis.  The  total  data  tapes  to  be 
collected  from  all  carriers  for  a  calendar  year  assuming  the  data 
elements  defined  in  Exhibit  4.   will   be  fewer  than   300  reels   of  tape. 

If  our  two  recommendations  are  carried  out,  HCFA  staff  can  specify 
and  select  meaningful  samples  should  it  be  determined  that  smaller 
files  would  be  advantageous  for  the  variety  of  research  studies  that 
may  be  developed. 
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INTRODUCTION 


A,  Background 

The  ability  of  HCFA  analysts  to  study  physician  treatment  and  bill- 
ing patterns  involving  the  Medicare  population  has  been  hampered  by  the 
fact  that  Medicare  Part  B  data  regularly  available  to  the  HCFA  central 
office  are  beneficiary-oriented,  not  physician-oriented,  and  thus  do 
not  permit  study  of  physician-specific  care  patterns.  A  second  limita- 
tion, equally  restrictive,  is  that  these  regularly  available  data  con- 
tain no  information  identifying  the  specific  service  provided.  A  physi- 
cian-oriented file,  in  which  procedural  (as  well  as  other)  information 
is  provided,  would  be  of  distinct  value  to  HCFA. 

Two  comprehensive  sets  of  Part  B  data  have  been  available  at  the 
HCFA  central  office.  One  set,  the  payment  records,  consists  of  a  tape 
record  prepared  by  Medicare  carriers  after  the  amount  of  reimbursement 
on  each  individual  bill  has  been  determined  and  payment  made.  A  "bill" 
is  defined  as  a  request  for  payment  from  a  beneficiary  accompanied  by 
one  or  more  itemized  statements  from  a  single  physician  or  single  sup- 
plier. Payment  records  contain  both  the  beneficiary's  health  insurance 
claim  (HIC)  number  and  an  identification  number  for  the  physician, 
clinic,  group  practice,  etc.  Payment  records  also  contain  a  variety 
of  dollar  charge  and  payment  information,  various  dates,  the  place  and 
type  of  service  associated  with  the  largest  single  reasonable  charge, 
the  type  of  physician/supplier ,  the  physician/supplier  specialty  and 
whether  the  bill  was  paid  to  the  beneficiary,  the  physician/supp lier ,  or 
both.  No  information  is  available  in  the  payment  records  describing 
the  specific  medical   care  service(s)   for  which  payment  is  being  made. 

The  second  set  of  data  available  at  the  central  office  is  the  Part  B 
Sample  Bill  Summary  Record.  The  Summary  Record  is  a  magnetic  tape  record 
which  provides  information  identifying  the  beneficiary  (a  5  percent  sam- 
ple of  beneficiaries  based  on  HIC  number),  the  physician/supplier,  and 
total  monies  as  well  as  data  on  type  and  place  of  service  up  to  a  maxi- 
mum of  18  combinations  that  may  be  reported  on  individual  bills.  Essen- 
tially the  same  items  of  information  relative  to  the  beneficiary,  the 
physician/supplier ,  and  the  bill's  content  are  included  in  the  Sample 
Bill  Summary  Records  as  are  included  in  the  payment  records.  The  major 
difference  is  that  the  type  of  service,  place  of  service,  charge(s), 
and  reasonable  charge  are  related  to  each  separate  service  (or  group  of 
identical  services)  rather  than  to  only  the  service  associated  with  the 
largest  single  reasonable  charge  as  in  the  payment  records.  Again, 
there  is  a  lack  of  procedure  information;  i.e.,  as  in  the  case  of  the 
payment  records,  the  Sample  Bill  Summary  Records  do  not  contain  infor- 
mation describing  the  specific  medical  care  service(s)  provided. 

Thus,  the  two  principal  Medicare  Part  B  data  systems  that  flow  data 
from  the  carriers  to  the  HCFA  central  office  exclude  the  specific  items 
of  information  used  by  the  carriers  in  establishing  fee  screens,  physi- 
cian profiles,  and  the  geographic  configuration  within  which  prevailing 
charges  are  aggregated.  The  single  most  important  item  of  information 
omitted  is     the    procedure    code.      The    procedure     code    describes  the 
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specific  medical  care  service  provided  and  billed.  Both  customary  and 
prevailing  charges  are  defined  in  terms  of  specific  medical  procedures 
and  their  codes,  usually  by  physician  specialty  and  by  the  geographic 
areas  which  serve  as  the  parameters  for  these  basic  calculations. 
Likewise,  submitted  charges,  allowed  charges,  place,  type,  and  number 
of  services  are  given  much  enhanced  meaning  only  when  they  are  associated 
with  the  specific  procedure  provided  by  the  physician. 

However,  until  recently  carriers  used  differing  procedure  codes  so 
that  comparability  was  circumscribed.  The  decision  by  HCFA  to  develop 
the  HCFA  Common  Procedure  Coding  System  (HCPCS)  was  a  significant  mile- 
stone in  alleviating  the  problem.  Carriers  that  have  now  adopted  HCPCS 
are  using  procedure  codes  readily  comparable  to  those  used  by  other 
HCPCS  carriers.  Thus,  physician-oriented  data  supplied  by  these  car- 
riers, including  procedure  codes,  could  provide  the  means  for  clear 
comparisons,  carrier  to  carrier  and  state  to  state. 

B.     Obj  ectives 

A  primary  objective  of  this  project  was  assessment  of  the  feasibil- 
ity and  cost  of  developing  a  physican-oriented  data  base  containing  in- 
formation not  now  regularly  available  to  the  HCFA  central  office.  The 
various  Medicare  Part  B  billing  forms  (1490,  1500,  1491,  1556,  etc.)  and 
related  attachments  contain  specific  information  used  by  carriers  to 
establish  fee  screens,  physician  profiles,  billing  history  and  locality 
information.  However,  as  noted  previously,  these  data  elements  do  not 
now  flow  to  the  HCFA  central  office. 

Another  primary  objective  was  to  develop  and  implement  (on  a  pilot 
basis  using  a  select  sample  of  carriers)  a  methodology  for  gathering 
the  foregoing  information  from  the  Medicare  carriers.  This  methodology 
would  provide,  in  a  central  Medicare  Part  B  file,  data  that  would 
allow  the  production  of  estimates,  for  individual  physicians  or  classes 
of  physicians,  concerning  (a)  the  degree  of  physician  participation 
(acceptance  or  non-acceptance  of  beneficiary  assignment  of  bill  reim- 
bursement), (b)  the  specific  services  (in  procedure  code  detail)  that 
HCFA  is  paying  for,  (c)  how  much  is  being  paid  to  physicians  who  bill 
individually  and/or  who  bill  as  a  member  of  a  group,  (d)  what  physician 
billing  patterns  exist  for  the  same  procedure  and  in  procedure-relative 
terms,  (e)  the  effect  of  billing  professional  component  or  complete 
service,  i.e.,  radiology  and  pathology  services,  (f)  how  practice  pat- 
terns vary  within  and  among  localities,  (g)  variations  in  practice 
patterns  when  intercarrier  comparisons  are  made,  and  a  host  of  related 
matters. 

A  third  objective,  related  to  the  two  primary  objectives,  was  to 
develop  an  understanding  of  the  methods  used  by  carriers  to  assign 
provider  numbers  to  physicians  having  more  than  one  type  of  practice  or 
practice  locale  and  how  physician-specific  data  are  maintained  for 
group  practices  with  two  or  more  physicians.  Finally,  the  availability 
of  carrier  information  about  physicians  such  as  age,  sex,  race,  year  of 
licensure,  specialty,  board  certification,  and  the  like  was  to  be  inves- 
tigated. 
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C.     Applicable  Data  Sources 


This  project  was  concerned  only  with  bills  for  physician-provided 
services  that  were  considered  for  reimbursement  on  a  f ee-f or-service 
basis  by  carriers.  However,  carrier  data  processing  systems  are  de- 
signed to  process  bills  for  all  types  of  services.  The  primary  mode 
used  by  carriers  to  accumulate  and  maintain  processed  and  paid  bills 
is  in  what  is  known  as  the  "patient  history"  file.  "Patient  history" 
is  maintained  in  health  insurance  claim  (HIC)  number  order  and  in  date 
of  service  sequence  for  calendar  periods  of  at  least  15  months  extend- 
ing from  October  of  one  year  through  December  of  the  next  (to  coincide 
with  the  period  during  which  the  $75  deductible  can  be  met). 

All  submitted  bill  data  are  periodically  added  to  the  patient  his- 
tory file.  Annually,  the  patient  history  file  of  bills  is  sorted  into 
physician/supplier  sequence  and  the  data  processed  so  as  to  develop  the 
physician's  customary  charges  for  each  procedure  meeting  the  criteria 
established  by  the  carrier,  and  is  also  used  in  turn  to  create  the  pre- 
vailing fee  limits.  This  process  results  in  eliminating  a  considerable 
number  of  bills  from  these  determinations  of  customary  and  prevailing 
charges.  The  major  reason  for  the  elimination  is  that  the  physician 
has  attached  a  "modifier"  to  the  procedure  indicating  that  unusual  cir- 
cumstances obtained.  Also,  the  carrier  may  merge,  with  the  Medicare 
data,  paid  claims  data  from  programs  other  than  Medicare  in  order  to 
reflect  the  physician's  customary  charges  in  all  programs  and  for  all 
patients  for  which  the  carrier  has  paid  claims. 

We  have  briefly  described  these  processes  to  emphasize  the  point 
that  the  ideal  timing  to  meet  the  objectives  of  this  project  is  to 
extract  the  desired  items  of  information  from  each  carrier-paid  Medi- 
care bill  at  the  time  the  file  is  in  physician/  supplier  sequence  but 
prior  to  any  activities  to  purify  and    manipulate  the  file. 

D.     Selection  of  Carriers 

The  development  of  the  HCPCS  (the  HCFA  C_ommon  P^rocedure  £oding 
_System)  and  the  decision  to  encourage  Medicare  carriers  to  adopt  and 
use  this  system  provides  the  means  for  making  comparisons,  across 
carriers  and  states,  concerning  the  frequency  and  costs  of  physicians' 
services.  These  services  are  described  by  procedure  codes;  however, 
until  the  advent  of  HCPCS'  use  by  carriers,  it  was  very  difficult  to 
compare  carrier  data,  since  by  the  1980 's  each  carrier  used  a  fairly- 
unique  procedural  coding  system,  independently  modified  and  updated  as 
the  need  arose.  For  this  reason,  it  was  decided  to  restrict  the  data 
collection  aspects  of  this  study  to  carriers  that  used  HCPCS  during 
1983. 

Also,  it  was  decided  not  to  collect  data  from  a  carrier  (e.g., 
Indiana  Blue  Shield,  Arkansas  Blue  Shield,  Florida  Blue  Shield)  whose 
data  processing   is   subcontracted   to   a   contractor  whose   system  design 
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employs  a  random  access  disc-based  approach.  Extraction  of  the  desired 
data  from  a  disc-based  system  is  expensive. ^ 

These  criteria  limited  the  number  of  carriers  available  for  inclu- 
sion in  the  project.  The  carriers  listed  below  met  these  criteria  and 
agreed  to  participate  in  the  project;  each  worked  with  Mandex  to  pro- 
vide the  tapes  and  other  information  we  required. 

Blue  Cross  and  Blue  Shield  of  South  Carolina 
Blue  Cross  and  Blue  Shield  of  Minnesota 
Washington  Physician  Service 

Blue  Shield  of  North  Dakota  which  is  also  the  carrier 
for  South  Dakota 


1  In  the  future,  this  cost  differential  could  be  reduced  if  carriers  us- 
ing disc-based  systems  for  their  patient  history  file  were  required 
to  generate  a  tape  and  accumulate  the  desired  data  each  time  the 
patient  history  is  updated. 
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DISCUSSION 


A.     Research  Design 

The  research  design  developed  for  the  project  consisted  of  the  following 
series  of  discrete  tasks: 

1.  Selection  of  the  carriers  with  Project  Officer  approval. 

2.  Contact  carriers  chosen  to  request  items  5  and  6  below. 

3.  Obtain  a  copy  of  the  record  layout  of  the  HCFA  payment  record  file 
including  the    manual    identifying    and    defining    each  data  element. 

4.  Obtain  a  copy  of  the  record  layout  of  the  5%  bill  summary  record  file 
including  the    manual    identifying    and    defining    each   data  element. 

5.  Obtain  from  each  carrier  the  list  of  data  elements  included  in  the 
patient  history  file;  also  the  manual  describing  the  codes  used  for 
this  record;  also  the  record  layout  for  this  file. 

6.  Obtain  from  each  carrier  the  list  of  data  elements  included  in  the 
provider  file;  also  the  manual  describing  the  codes  used  for  this 
record;  also  the  record  layout  for  this  file.  Information  identify- 
ing physicians  and  other  types  of  provider  must  be  included;  also 
the  procedures  used  (a)  to  assign  provider  numbers  and  (b)  to  deal 
with  physicians  having  more  than  one  practice.  Finally,  the  extent 
of  physician-specific  data  for  group  practices. 

7.  Examine  all  information  received  (items  3,  4,  5  and  6)  to  determine 
that  all  data  elements  and  their  definition  for  each  carrier  are 
consistent  and  to  identify  those  elements  that  are  inconsistent. 
All  inconsistencies  W3.11  be  resolved  through  close  consultation  with 
the  carrier  and  HCFA. 

8.  Examine  all  carrier-provided  information  to  determine  that  all  data 
elements  necessary  to  create  the  HCFA  payment  record  file  and  the 
HCFA  5%  sample  bill  summary  record  file  have  been  included  in  each 
carrier's  patient  history  file  and/or  provider  file. 

9.  Obtain  from  each  carrier  the  customary  and  prevailing  charge  screens 
for  1983. 

10.  Identify  all  data  elements  common  to  all  carriers  (states)  and  all 
data  elements     lacking    in    the    files     of    one     or    more  carriers. 

11.  Determine,  togetfier  with  the  Project  Officer,  those  data  elements  to 
be  specified  for  inclusion  in  the  Physician-Oriented  Data  Base  (PODB) 
file. 

12.  Choose  a  coding  scheme  for  each  data  element  specified  in  step  11  that 
will  have  the  smallest  impact  on  carriers.  Many  data  elements  would 
be  expected  to   be   coded   by  all   carriers    in  exactly  the   same  way. 
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13.  Based  on  the  development  of  items  11  and  12,  each  carrier 
will  be  asked  to  comment  on  the  tentative  format  to  be  used 
for  submittal  of  each  carrier's  data  files. 

14.  When  format  and  related  questions  have  been  resolved  and 
agreed  upon,  a  date  will  be  established  for  each  carrier 
to  submit  its  data  files.  Computer  tape  specifications  will 
also  be  developed  in   concert  with  each  carrier  at  this  time. 

15.  A  computer  program  will  be  written  to  enable  the  data  files 
from  each  carrier  to  be  merged  and  put  into  the  standardized 
format. 

16.  Files  received  from  each  carrier  will  be  processed  using  the 
applicable  computer  program. 

17.  The  data  in  standardized  format  for  all  carriers  will  be 
analyzed  to  develop  the  specifications  for  establishing  the 
physician  oriented  data  base.  These  specifications  will  estab- 
lish provider  classifications  and  sample  sizes  and  selection 
factors . 

18.  The  specifications  to  be  promulgated  by  HCFA  for  use  by  car- 
riers in  submitting  PODB  files  will  now  be  written.  These 
specifications  will  be  reviewed  with  each  carrier  to  assure 
maximum  efficiency  and  minimum  cost.  Other  carriers  using 
HCPCS,  including  at  least  one  using  random  access  equipment, 
will  be    asked   to    review  these    specifications    at   this  time. 

19.  Each  carrier  will  be  asked  to  develop  cost  estimates  for 
meeting  these  specifications.  Also  these  specifications  will 
be  sent  to  a  carrier  using  random  access  equipment,  e.g., 
Florida  Blue    Shield,     with    a    request     for     cost  estimates. 

20.  Quality  control  procedures  to  assure  compliance  with  the 
specifications  will  now  be  written. 

21.  Tapes  for  each  carrier  will  be  created  in  accordance  with  the 
specifications . 

Each  of  these  21  tasks  was  accomplished  essentially  as  described. 
However,  while  Mandex  was  successful  in  obtaining  from  the  carriers 
lists  of  data  elements,  we  were  not  always  successful  in  obtaining 
manuals  describing  the  codes  used  in  each  of  their  various  files. 
Our  knowledge  of  the  carrier  codes  was  derived  subsequently  when  we 
sent  a  list  of  data  elements  and  their  codes  to  each  carrier  indicating 
that  we  were  considering  inclusion  of  those  codes  as  part  of  the  PODB. 
Each  carrier's  response  at  that  time  indicated  whether  the  data  element 
was  available    at    all    and,    if    so,    what    code    discrepancies  existed. 
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We  did  receive  computer-oriented  descriptions  of  carrier  files. 
Careful  study  of  these  persuaded  us  that  each  carrier  could  work  with 
their  own  files  and  systems  far  more  effectively  and  efficiently  than 
we  could.  We  therefore  requested  that  each  carrier  prepare  the  PODB 
tape  according  to  the  specifications  we  had  developed  with  their  advice. 
All  agreed  to  do  so.  However,  because  of  time  constraints,  Washington 
Physician  Service  offered  us  a  copy  of  their  history  file,  their 
customary  charges  file,  and  their  prevailing  charges  file.  We  used 
these  files  to  create  the  PODB  tapes. 


B .     Development  of-  Data  Elements 

This  section  will  provide  a  detailed  description  of  the  development 
of  the  list  of  data  elements.  It  also  will  provide  a  description  of 
the  adjustments  made  in  the  research  design,  briefly  summarized  at  the 
end  of  the  preceding  subsection. 

The  process  of  working  in  close  cooperation  with  the  carriers 
participating  in  the  project  involved,  in  our  view,  the  sharing  of  our 
plans.  Accordingly,  on  October  25,  1983,  we  requested  specific  in- 
formation and  at  the  same  time  provided  each  carrier  with  our  prelimi- 
nary list  of  data  elements.  Pertinent  portions  of  our  letter  follow, 
as  does  the  list  of  preliminary  data  elements. 

"Our  draft  research  design  was  submitted  to  HCFA  on  October  21.  As 
soon  as  we  receive  HCFA's"  comments,  we  will  provide  you  with  a 
copy  of  the  revised  design  along  with  a  tentative  schedule.  This 
will  alert  you  to  the  timing  of  the  role  we  anticipate  for  each  of 
the  carriers  participating  in  the  project. 

"At  this  time  we  are  requesting  two  sets  of  information  related  to  (1) 
the  1983  Medicare  Part  B  Patient  History  File  for  services  provided 
during  1983  and  (2)  to  the  provider  file  as  follows: 

(1)  Patient  History  file 

a)  A  list  of  the  data  elements  included  in  this  file 

b)  The  record  layout  for  this  file 

c)  The   manual    describing    the    codes    used    for  these  records 

(2)  Provider    file:      physicians    and    other    types  of  providers 

a)  A  list  of  the  data  elements  included  in  this  file 

b)  The  record  layout  for  this  file 

c)  The   manual    describing    the    codes    used    for    these  records 

In  addition,  we  will  need  to  understand  the  following  aspects  of 
the  provider  file: 

a)  The  procedures  used  to  assign  provider  numbers 

b)  Provider  file  maintenance  procedures 

c)  The   procedures    used   to   deal    with  physicians   having  more 
than  one  practice. 

d)  The  extent  of  physician  specific  data  for  group  practices. 


-  15  - 


"Attached  is  a  preliminary  list  of  data  elements  we  sent  to  HCFA 
for  possible  inclusion  in  the  physician  oriented  data  base  record. 
Many  of  these  data  elements  are  contained  in  either  the  Medicare 
payment  record  or  in  the  5%  bill  summary  record." 

Exhibit  1  is  the  preliminary  list  of  data  elements  referred  to  in 
the  letter. 

This  initial  letter  requesting  fairly  voluminous  material  was 
followed  in  mid-November  with  a  second  letter.  This  second  letter,  as 
promised,  provided  each  carrier  with  a  copy  of  the  Research  Design 
Report.  It  also  provided  the  tentative  schedule  for  the  project  and 
requested  additional  material.  Pertinent  portions  of  that  letter 
follow: 

"My  letter  of  October  25  promised  that  we  would  provide  a  copy  of 
the  research  design  for  our  contract  with  HCFA  to  Develop  a 
Physician-Oriented  Data  Base.  A  copy  of  our  Research  Design  Report 
is  attached. 

"The  tentative  schedule  for  accomplishing  the  steps  described  in 
the  Research  Design  is  as  follows: 

"Steps  5  and  6  are  now  in  process.  We  requested  that  material  in 
our  letter  of  October  25  and  are  anxiously  awaiting  it. 

"Assuming  early  receipt  of  this  information,  we  plan  to  complete 
Steps  7,  8,   10,   11,  and  12  before  mid-January." 

"We  are  now  requesting  the  material  described  in  Step  9.  The 
request  is  for  a  tape  copy  of  the  screens  currently  in  use  (July  1, 
1983-June  30,  1984).  The  tape  should  include  for  each  provider 
number  the  procedure  codes,  the  providers'  customary  charges  for 
each  such  code,  and  the  prevailing  charges  that  govern  each  proce- 
dure code  and  are  applied  to  the  providers'  charges  in  the  provid- 
ers' area.  Before  furnishing  this  tape,  please  send  us  the  proposed 
tape  layout  and  your  estimate  of  the  charge  for  the  tape. 

"Step  13  should  be  completed  by  the  end  of  January  and  Step  14 
before  the  end  of  February,  1984.  I  would  emphasize  that  the  data 
files  we  have  in  mind  are  (1)  patient  history  at  the  time  it  is 
sequenced  according  to  provider  number  and  including  each  and  every 
claim  paid  for  services  provided  during  calendar  year  1983  under 
Part  B  of  the  Medicare  program,  and  (2)  the  provider  file  including 
those  providers  that  were  active  at  any  time  during  calendar  year 
1983. 

"We  will  accomplish  Steps  15,  16,  17,  and  18  during  late  spring  and 
early  summer.  We  plan  to  have  the  material  described  in  Step  18  in 
your  hands  by  August  1,  and  will  need  the  cost  estimates  (Step  19)  by 
the  end  of  August.  We  will  carry  out  Steps  20,  21,  and  22  prior  to 
the  end  of  September. 
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EXHIBIT  1 . 


The  following  is  a  preliminary  list  of  data  elements  that  are  to  be  con- 
sidered for  inclusion  in  the  Physician-Oriented  Data  Base  record. 


1 , 

Amount  billed 

2. 

Amount  allowed 

3 . 

HCPCS  codes 

4. 

Provider  tj^pe 

5 . 

From  and  to  dates  of  service 

6. 

Date  paid 

7 , 

Place  of  service 

8. 

Type  of  service 

9. 

Physician  specialty 

10. 

Assigned  or  unassigned  bill 

1 1 . 

Bill  paid  to  provider,  beneficiary,  both,  agent  for  provider 

12. 

Customary  charge 

13. 

Prevailing  charge  with  indicator  to  show  if  locale  or  specialty 

dependent/independent  within  carrier  (This  is  constant  for  each  carrier) 

14. 

Provider  age  ) 

15. 

Provider  sex                           )          What  do  we  use  if  group  practice 

16. 

Provider  race                        ')          and  no  data  on  individual  physicians? 

17 . 

Provider  year  of  licensure  ) 

18. 

Provider  specialty(s) 

19 . 

Provider  board  certif ication( s) 

20. 

Modifiers  for  HCPCS  code 

21 . 

Hospital  based  physician  indicator 

22. 

Indicator  to  show  if  provider  has  another  number  and  type  of  practice 

23. 

Provider  number  (assigned  by  carrier) 

24. 

Frequency  of  service 

25. 

Beneficiary  number  (HIC) 

26. 

Type  of  pajnnent  record 

27. 

Adjustment  code 

28. 

Provider  SSN 

29. 

Provider  EIN 

30. 

Beneficiary  sex 

31. 

Carrier  number  assigned  by  HCFA 

32. 

Type  of  request  for  payment  code 
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"We  have  tried  to  mj-iimize  the  computer  programming  effort  you  will 
need  to  make  by  planning  to  request  only  tape  copies  of  selected 
j tems  of  information.  Your  comments  on  our  proposals  (Step  13, 
Step  14,  Step  18)  will  serve  to  assure  minimum  impact  on  carriers 
of  the  new  procedures  when  they  are  implemented. 

"If  you  have  either  pro  or  con  comments  on  our  plans,  please  let  me 
hear  from  you . " 

The  responses  to  our  requests  for  information  and  material  allowed 
us  to  make  some  determinations  regarding  the  availability  of  the  data 
elements  contained  in  our  preliminary  list.  At  the  same  time,  compari- 
sons were  made  between  the  preliminary  codes  for  these  data  elements 
and  the  carrier  codes.  We  were  now  ready  to  provide  the  carriers  with 
our  tentative  list  of  data  elements  and  their  codes.  Again,  a  copy  of 
the  pertinent  portion  of  the  letter  transmitting  this  material  follows 
as  does  the  tentative  list  (Exhibit  2). 

"Attached  to  this  letter  is  a  copy  of  the  data  elements  and  codes 
that  we  are  proposing  for  the  Physician-Oriented  Data  Base  project. 
These  data  elements  and  codes  reflect  our  refinement  and  development 
of  the  preliminary  list  of  data  elements  that  was  attached  to  my 
letter  of  October  25,  1983. 

"We  have  attempted  to  consolidate  into  these  data  elements  and  codes 
the  information  we  have  received  from  the  carriers  participating  in 
this  project.  Where  applicable,  we  have  conformed  the  codes  for 
the  data  elements  to  those  being  included  by  HCFA  in  its  specifica- 
tions for  its  four  new  carrier  provided  data  files.  These  HCFA 
specifications  have  been  circulated  for  "prior  consultation." 

"We  are  requesting  that  you  review  in  detail  each  of  the  data  ele- 
ments and  each  set  of  codes  that  are  attached.  Please  tell  us 
whether  the  codes  for  each  data  element  are  identical  to  those 
contained  in  your  files.  If  not,  please  tell  us  whether  the  data 
element  is  entirely  unavailable  or,  if  available,  the  exact  codes 
used  for  it.  Please  note  that  some  of  the  elements  contain  a  code 
"unavailable."  This  is  intended  for  use  by  those  few  carriers  who 
may  not  include  the   specific  data  element  in  their  data  records." 

The  carriers  responded  promptly.  Each  had  thoroughly  reviewed  the 
tentative  list  of  data  elements  and  provided  details  of  available  data 
elements  and  of  each  element  in  which  codes  were  not  identical.  In 
each  such  situation,  the  specific  codes  used  were  provided. 

on  the  basis  of  these  responses  and  a  thorough  review  of  the  mate- 
rials describing  and  defining  HCFA's  new  data  system  (Sections  13700- 
13725  Part  B,  Medicare  Data  Files),  the  tentative  list  of  data  elements 
(Exhibit  2)  and  their  codes  were  modified.  Data  elements  9,  10,  11, 
12,  16,  and  30  of  Exhibit  1  were  eliminated.  The  first  four  of  these 
were  unavailable  from  the  carriers'  provider  records,  element  16  was 
unavailable  in    the     carriers'    patient    history    records,    and  element 
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EXHIBIT  2. 


TENTATIVE  LIST  OF  DATA  ELEMENTS  FOR 
PHYSICIAN-ORIENTED  DATA  BASE 


1.  Carrier  number  assigned  by  HCFa 

2.  Provider  number  assigned  by  carrier 

3.  Physician  SSN/EIN 

4.  SSN/EIN  Indicator 

5.  Provider  type 

6.  Number  of  physicians  in  group 

7.  Physician  Specialty  Code 

8.  Indicator  for  board  certification 

9.  Physician(s)  sex 

10.  Physician  year  of  birth 

11.  Physician  race 

12.  Physician  year  of  licensure 

13.  Beneficiary  number  (HIC) 

14.  Beneficiary  sex 

15.  Beneficiary  year  of  birth 

16.  Beneficiary  race 

17.  Place  of  service 

18.  Type  of  service 

19.  HCPCS  code 

20.  Modifier  for  HCPCS  code 

21.  Frequency  of  service 

22 .  Amount  billed 

23.  Amount  allowed 

24.  Customary  charge 

25 .  Prevailing  charge 

26.  Geographic/specialty  indicator  for 

setting  prevailing  charge 

27.  From  date  of  service 

28.  To  date  of  service 

29.  Date  paid 

30.  To  whom  bill  was  paid 

31.  Assignment  code 

32.  Beneficiary's  state 

33.  Type  of  payment  record 

34.  Amount  of  deductible  withheld 

35.  Principal  diagnosis 
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30,  while  available  in  carrier  payment  records,  was  not  available  in 
patient  history  records.  Thus,  obtaining  data  element  30  would  substan- 
tially increase  the  cost  of  developing  the  desired  data  base.  On 
further  reflection,  and  perhaps  of  greater  importance,  we  decided  that 
this  data  element  was  not  pertinent  to  the  development  of  a  Physician- 
Oriented  Data    Base   in    view   of   the   availability    of   data  element  31. 

The  following  revised  list  of  data  elements  and  codes  (Exhibit  3) 
reflects  the  above  eliminations  and  the  code  revisions  needed  to  conform 
the  codes  to  HCFA's  new  data  system  codes.  Codes  for  non-physician 
services  were  eliminated  from  the  code  schemes. 

This  list  of  data  elements  (Exhibit  3)  together  with  the  codes  was 
now  sent  to  each  of  the  carriers  as  an  attachment  to  the  letter  dated 
February  10,  1984. 

Mandex  had  made  the  decision  to  request  each  carrier  to  provide  the 
data  elements  and  codes  in  standard  format  and  convert  their  codes  to 
the  "standard"  codes  whenever  the  code  numbers  disagreed  and  conversion 
was  feasible.  This  decision  was  reached  on  the  basis  of  our  exhaustive 
study  of  all  of  the  material  sent  to  us  by  the  carriers.  This  material 
made  it  clear  that  the  nuances  inherent  in  each  of  the  carriers '  data 
systems  were  such  as  to  make  it  likely  that  we  might  misinterpret  ele- 
ments of  these  data  systems. 

A  letter  was  now  sent  to  each  of  the  participating  carriers  that  re- 
flected the  elimination  of  data  elements  not  available  in  the  history 
master  files,  requested  conversion  of  codes  to  those  shown  in  Exhibit  4 
as  necessary,  and  specified  tape  content  (Exhibit  3.)  and  timing.  The 
letter  follows : 

"Thank  you  for  your  prompt  and  comprehensive  response  to  my  letter  of 
January  13.  On  the  basis  of  your  response  and  the  responses  of  the 
other  carriers  participating  in  this  project,  we  have  eliminated 
from  the  January  13  edition  of  the  list  of  data  elements  and  codes 
the  following  data  elements:  9,  10,  11,  12,  16,  and  30.  A  revised 
and  final  List  of  Data  Elements  and  Codes  dated  February  6,  1984  is 
attached. 

"The  attached  List  also  reflects  some  code  revisions  to  conform  the 
codes  to  HCFA's  new  data  system  codes.  However,  we  have  retained  in 
data  elements  5,  7,  13,  and  14  only  those  codes  that  apply  to  ser- 
vices of  'physicians'  and  have  eliminated  those  codes  that  clearly 
are  related  to  other  types  of  providers  and  services.  The  codes 
for  data  elements  5,  7,  13,  and  14  have  been  so  modified  to  empha- 
size also  that  the  data  being  requested  for  this  project  will  be 
used  to  test  the  feasibility  and  cost  to  HCFA  of  developing  a 
physician-Oriented  Data  Base  for  the  Medicare  program.  Thus,  for 
example,  data  element  14  contains  only  those  HCPCS  codes  that 
define  and  describe  'physician'  services. 
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EXHIBIT  3. 


REVISED  LIST  OF  DATA  ELEMENTS  FOR 
PHYSICIAN-ORIENTED  DATA  BASE 


Field  Position 

Number                 Description  in  Record 

1.  Carrier  number  assigned  by  HCFA  -------  1-5 

2.  Provider  number  assigned  by  carrier  -----  6-15 

3.  Physician  SSN/EIN    16-24 

4.  SSN/EIN  Indicator    25 

5 .  Provider  type  ----------------  26 

6 .  Number  of  physicians  in  group  --------  27-29 

7.  Physician  Specialty  Code    ----------  30-31 

8  .  Indicator  for  board  certification  ------  32 

9.  Beneficiary  number  (HIC)   33-44 

10.  Beneficiary  sex  ---------------  45 

11.  Beneficiary  year  of  birth  ----------  46-49 

12.  Place  of  service    --------------  50 

13.  Type  of  service      --------------  51 

14.  HCPCS  code   52-56 

15.  Modifier  for  HCPCS  code   57-58 

16.  Frequency  of  service  -------------  59-60 

17.  Amount  billed  ----------------  61-67 

18.  Amount  allowed    ---------------  68-74 

19.  Customary  charge    --------------  7  5-81 

20.  Prevailing  charge    82-88 

21.  Geographic/ specialty  indicator  for 

setting  prevailing  charge  ----------  89 

22.  From  date  of  service    ------------  90-94 

23.  To  date  of  service   95-99 

24.  Date  paid   100-104 

25.  Assignment  code  ---------------  105 

26.  Beneficiary's  state  -------------  106-107 

27 .  Type  of  payment  record     -----------  108 

28.  Amount  of  deductible  withheld  --------  109-112 

29.  Principal  diagnosis  -------------  113-117 
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"We  are  now  requesting  that  you  provide  us  with  an  estimate  of  the 
cost  of  preparing  a  tape  of  records  containing  these  data  elements 
atid  codes  for  every  "physician"  service  provided  to  Medicare  pa- 
tients during  calendar  year  1983,  including  services  whose  charges 
were  used  to  meet  the  deductible.  This  tape  is  to  be  prepared  at 
the  time  the  history  file  is  in  provider  ("physician")  sequence 
for  use  in  developing  the  customary  and  prevailing  fee  screens 
that  will  be  used  beginning  July  1,  1984.  This  timing  will  assure 
that  patient  records  contained  on  the  tape  will  be  in  physician 
I.D.  order.  As  soon  as  we  have  your  cost  estimate,  we  will  respond 
either  with  a  question  about  the  estimate  (too  high,  too  low)  or 
with  authorization  to  proceed  at  the  appropriate  time. 

"In  order  to  achieve  uniformity  among  the  codes  to  be  received  from 
all  carriers,  please  convert  any  discrepant  codes  to  those  shown 
for  each  element  in  the  attached  List. 

"I  would  emphasize  again  that  this  Physician-Oriented  Data  Base 
development  project  is  concerned  only  with  "physician"  provided 
services  to  Medicare  patients.  Only  services  billed  under  the 
HCPCS  codes  shown  for  data  element  14  are  to  be  included  in  the 
tapes  to  be  prepared.  I  look  forward  to  receiving  your  estimate  of 
the  cost  of  furnishing  these  data.  Thank  you  for  your  continued 
cooperation." 

One  of  the  carriers,  Washington  Physician  Service  (WPS),  indicated 
that  it  would  be  unable  to  begin  this  conversion  process  until  mid-  to 
late  August  due  to  staffing  limitations  and  system  utilization.  They 
offered  to  provide  a  copy  of  their  Medicare  history  master  file  and 
copies  of  their  customary  and  prevailing  charge  files.  In  view  of 
these  constraints,  we  agreed  to  accept  this  option,  and  to  carry  out 
the  steps  necessary  to  convert  these  files.  Relatively  few  questions 
requiring  carrier  response  were  encountered  during  our  handling  of  the 
WPS  data.      All    other    carriers    agreed    to    carry    out    the  conversion. 

During  the  process  of  discussion  of  the  conversion  of  the  WPS  file 
with  WPS  staff,  it  was  clear  that  data  element  number  27,  Type  of 
Payment  Record,  was  not  available  in  history  master  files,  and  it  was 
decided  to  eliminate  this  data  element  from  the  list  of  data  elements. 

C .     Costs  of  Physician-Oriented  Data  Base  Tapes 

The  use  of  the  following  data  tape  files  was  necessary  to  accomplish 
the  objective  of  creating  a  physician-oriented  data  base  for  each  car- 
rier area:  (1)  Master  patient  history,  (2)  Physician  customary  charges, 
(3)  Physician  prevailing  charges  file. 

Three  of  the  four  carriers  provided  estimates  of  the  cost  of  prepar- 
ing tapes  as  requested  in  our  letter  (pg.  17).  As  indicated  above,  one 
carrier  provided  a  copy  of  the  master  patient  history  file  as  of  June 
1984. 
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History 


Carrier  A 
Carrier  B 
Carrier  C 
Carrier  D* 


$2,907.00 
3,005.00 
1,363.00 


624.00 


* 


The  estimate  for  conversion  as  specified  was  $9,616.00. 
Tape  copies  of  the  customary  and  prevailing  files  were 
sent  to  Mandex,  copied,  and  returned.  ^  


Processing  of  the  Customary-Prevailing  Charge  Data  Tapes 

A  description  of  the  tapes  and  documentation  received  from  each 
carrier  and  a  detailed  description  of  the  processing  steps  follow: 

DAKOTA 

Material  Received  from  North  Dakota 

1.  Two  tapes,  one  for  customary  charge  data  and  one  for  prevailing 
charge  data. 

2 .  Record  layout  and  descriptive  information  for  the  data  on  these 
two  tapes. 

3.  Computer  run  that  showed  that  the  prevailing  data  was  copied  from 
their  disk  to  the  tape  that  they  sent  to  us. 

4.  A  marked-up  computer  run  dumping  the  label  and  the  first  data  block 
of  the  customary  tape. 

Steps  Taken  by  Mandex  in  the  Processing  of  the  Dakota  Data  Tapes 

1.  Copy  the  prevailing  data  tape  into  the  HCFA  tape  management  system, 
DSN  =  TR05.NSD.PREVAL 

DCB  =  (RECFM  =  FB,  LRECL  =  38,  BLKSIZE  =  19000,  DEN  =  4) 
VOL  =  SER  =  004166 

Expiration  date  is  Dec.  31,  1984  =  84366 

2.  Dump  the  contents  of  the  label  and  the  first  data  block  of  tape 
number  004166 

The  number  of  records  on  this  tape  is  between  32000  and  32500. 

3.  Copy  the  customary  data  tape  into  the  HCFA  tape  management  system. 
DSN  =  RR05.  ND.CUSTO 

DCB  =  (RECFM  =  FB,  LRECL  =  85,  BLKSIZE  =  4250,  DEN  =  4) 
VOL  =  SER  =  005346 

Expiration  date  =  84366  Number  of  records  =  758,603 
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4.     Total  computer  CPU  time  to  perform  the  above  three  steps  was  about 
60  seconds. 

SOUTH  CAROLINA 

Material  Received  from  South  Carolina 

1.  Two  tapes,  one  for  prevailing  charge  data  and  one  for  customary 
charge  data. 

2.  Record  layout  for  each  tape. 

Steps  Taken  by  Mandex  in  the  Processing  of  the  Data  Tapes 

1.  Copy  the  prevailing  data  tape  into  the  HCFA  tape  management  system. 
DSN  =  TR05.SCB.PREVAL 

DCB  =  (RECFM  =  FB,  LRECL  =  53,  BLKSIZE  =  26500,  DEN  =  4) 
VOL  =  SER  =  004090 
Expiration  date  =  84366 

2.  Dump  the  label  and  the  first  data  block.     The  number  of  records  on 
the  tape  is  between  192,000  and  192,500. 

3.  Copy  the  customary  data  tape  into  the  HCFA  tape  management  system. 
DSN  =  TR05 .SCB.CUSTUM 

DCB  =  (RECFM  =  FB,  LRECL  =  75,  BLKSIZE  =  30,000,  DEN  =  4) 
VOL  =  SER  =  004056 
Expiration  data  =  84366 

4.  Dump  the  label  and  the  first  data  block.     The  number  of  records  on  th 
tape  is  between  132,400  and  132,800. 

WASHINGTON 

Material  Received  from  Washington 

1.  Two  tapes,  one  for  prevailing  data  and  one  for  customary  data. 

2.  Record  layout  descriptive  information  for  the  data  on  these  two  tapes 

3.  Dump  of  100  records  from  Washington's  prevailing  data  disk  file. 

4.  Dump  of  26  records  from  the  customary  data  disk  file.     The  customary 
data  tape  uses  variable  blocked  data.     There  is  one  variable  length 
record  for  each  provider  in  the  form  of  a  leader  record  followed  by  a 
detailed  record  for  each  procedure  associated  with  the  provider. 
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Steps  Taken  by  Mandex  in  the  Processing  of  these  Washington  Data  Tapes 


1.  Copy  the  prevailing  data  tape  into  the  HCFA  tape  management  system. 
DSN  =  TR05.WPS.PREVAL 

DCB  =  (RECFM  =  FB,  LRECL  =  46,  BLKSIZE  =  23000,  DEN  =  4) 
VOL  =  SER  =  004035,  Expiration  data  =  84366 

2.  Dump  the  contents  of  the  label  and  the  first  data  block.     The  number 
of  records  on  this  tape  is  between  28,500  and  29,000  records. 

3.  Copy  the  customary  data  tape  into  the  HCFA  tape  management  system. 
DSN  =  TR05.WPS.CUSTUM 

DCB  =  (RECFM  =  VB ,  LRECL  =  32738,  BLKSIZE  =  32742,  DEN  =  4) 
VOL  =  SER  =  004046,  Expiration  data  =  84366 

4.  Dump  the  contents  of  the  label  and  the  first  data  block.     There  are 
169  blocks  of  data  on  the  tape.     Since  the  records  are  variable  in 
length,  it  is  not  possible  to  extrapolate  from  blocks  to  records. 


MINNESOTA 

Minnesota  did  not  furnish  copies  of  prevailing  and  customary  data. 
Processing  of  the  Physician-Oriented  Data  Base 

1.  A  uniform  record  format  was  chosen  for  the  PODB  after  some  of  the 
carriers  had  already  submitted  their  data. 

2.  All  data  tapes  were  created  in  accordance  with 

DCB  =     (RECFM  =  FB,  LRECL  =  121,  BLKSIZE  =  32670,  DEN  =  4) 

3.  All  data  tapes  have  been  "cataloged"  within  HCFA's  Office  of 
Computer  Operation  Tape  Management  System  with  an  expiration 
date  of  Dec-.  31,  1984. 

4.  Computer  time  is  expressed  in  CPU  seconds. 
DAKOTA 

1.  A  combined  data  base  was  submitted  for  North  and  South  Dakota  by 
North  Dakota  Blue  Shield 

2.  A  three-reel  tape  file  using  a  117-byte  record  format  was  submitted. 
This  was  the  recommended  format  at  the  time  of  the  tape  submittal. 
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Computer  Processing  That  Was  Performed  to  Create  the  Physician-Oriented  Data 


Base  (PODB)  in  Standard  Format  of  121  Bytes. 


1.  Copy  the  Dakota  three-reel  file  into  the  HCFA  tape  management  system. 
DSN  =  TR05.ND.P0DBI 

DCB  =  (RECFM  =  FB,  LRECL  =117,  BLKSIZE  =  6084,  DEN  =  4) 

VOL  =  SER  =  (011399,  011404,  011406)  (117  sec.) 

Number  of  records  =  2,263,800 

2.  Print  25  out  of  each  200,000  records  on  these  three  reels  (  42  sec.) 

3.  Create  the  PODB  in  standard  format  (121  bytes) 
eliminating  (a)  non  1983  occurrence  and  paid  data 

(b)  allowed  charge  =  0 

(c)  non-physician  services  data 

DSN  =  RR05.ND.  P0DB3 

VOL  =  SER  =  (011635,  011730) 

Number  of  records  =  1,848,113  (110  sec.) 

4.  Print  25  out  of  each  200,000  records  of  these  two  reels      (  21  sec.) 

5.  Sort  these  data  by  provider  number,  HCPCS  code,  "From  date"  of  service 
DSN  =  RR05.ND.P0DB4 

VOL  =  SER  =  (011896,  011897)  (445  sec.) 

This  was  performed  in  anticipation  of  a  sample  selection  of  physician 
data. 


g.  Recreate  the  PODB  in  standard  format  (121  bytes).     Records  that  were 
paid  in  1984  were  permitted  to  enter  the  file. 

DSN  =  RR05.ND.PODB4 

VOL  =  (SER  =  012227,  012230) 

Number  of  records  =  1,848,113  (107  sec.) 

h.  Test  to  verify  that  no  record  showed  that  the  year  paid  was 
greater  than  "83."     The  three-reel  117-byte  record  file  was 

used  for  this  test  (Exhibit  3.).  (40  sec.) 

NOTE:     Claims  paid  in  1983  are  the  only  claims  provided  for  the  Dakotas. 


SOUTH  CAROLINA 


1.  South  Carolina  Blue  Shield  submitted  a  four-reel  tape  file. 

2.  During  1983  South  Carolina  Blue  Shield's  method  of  assigning  and 
coding  provider  numbers  underwent  a  major  change.     The  change  was 
from  a  tenposition  provider  number  to  a  combination  provider/EIN/SSN 
number.     This  combination  number  uses  two  12-position  fields  with 
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each  12-position  field  subdivided  into  a  nine-  and  a  three-digit  field. 
For  group  practices,  one  of  the  nine-digit  fields  contains  the  EIN  of 
the  group  and  the  other  nine-digit  field  contains  the  SSN  of  the  indi- 
vidual physician. 

Since  the  117-byte  record  format  only  allowed  for  a  combination  of  a  20- 
position  field  for  the  provider  identification,  S.C.  was  permitted  to 
define  their  own  record  format  for  submission  of  their  data.  Subsequently 
the  standard  121-byte  format  was  defined  to  accommodate  the  South  Carolina 
system. 

Steps  Performed  to  Create  the  South  Carolina  PODB 

1.  Dump  of  the  label  on  each  of  the  four  reels. 

2.  Copy  the  four-reel  file  into  the  HCFA  system. 
DSN  =  TR05.SC.P0DBI 

DCB  =  (RECFM  =  FB ,  LRECL  =  160,  BLKSIZE  =  12000,  DEN  =  4) 
VOL  =  SER  =  (010002,  010040,  010044,  010046) 

Number  of  records  =  2,987,144  (168  sec.) 

3.  Print  a  few  records  of  the  four-reel  file:     TRQ5 . SC.PODBI  (  47  sec.) 

4.  Convert  the  format  of  the  tapes  as  submitted  to  standard  format  as  well 
as  eliminating  zero  allowed  charge,  non-physician  services,  and  non-83 
records . 

DCB  =  (RECFB  =  FB,  LRECL  =  121  BLKSIZE  =  32670,  DEN  =  4) 
VOL  =  SER  =  (012043,  012045) 

Number  of  records  =  2,681,108  (1748  sec.) 

5.  Reconvert  the  format  of  the  data  as  originally  submitted  into  standard 
format.     Records  that  were  paid  in  1984  were  permitted  to  be  accepted. 
Since  the  number  of  output  records  was  2,681,108,  this  indicates  that 
South  Carolina,  like  North  Dakota,  closes  their  files  on  December  31 
for  determining  the  new  and  updated  customary  and  prevailing  charges. 

DSN  =  RR05 .SC.P0DB5 

VOL  =  SER  =  (012216,  012220)  (1742  sec.) 

6.  Print  a  few  records  of 

RR05.SC.PODB4,  VOL  =  SER  =  (012043,  012045)  (  30  sec.) 

MINNESOTA 

I.     Minnesota  submitted  two  separate  files  of  data  in  the  1 17-character 
format.     (Exhibit  3.). 

(a)     The  first  file  was  a  two-reel  file  of  records  that  were  used  to 
update  customary  and  prevailing  charges. 
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(b)     The  second  file  was  a  single-reel  file  of  records  that  were 
not  used  to  update  customary  and  prevailing  charges. 

Steps  Taken  to  Create  the  Minnesota  PQDB 

1.  Dump  the  label  of  each  of  the  three  reels. 

2.  Copy  the  profile  data  into  the  system. 
DSN  =  RE.05.  MINN.  PROFILE 

DCB  =  (RECFM  =  FB,  LRECL  =  117,  BLKSIZE  =  11934,  DEN  =  4) 
VOL  =  SER  =  (007872,  011955) 

Number  of  records  =  1,335,073  (  72  sec.) 

3.  Copy  the  non-profile  data  into  the  system. 
DSN  =  RR05 .MINN.NOTPROF 

DCB  =  (RECFM  =  FB ,  LRECL  =117,  BLKSIZE  =  11934,  DEN  =  4) 
VOL  =  SER  =  011862 

Number  of  records  =  684,377  (  37  sec.) 

4.  Print  a  few  records  of  RR05 . MINN. PROFILE  (   18  sec.) 

5.  Print  a  few  records  of  RR05 .MINN.NOTPROF  (  11  sec.) 

6.  Convert  profile  data  to  standard  format  and  edit  for  allowed  charge, 
physician  services,  and  1983  dates  of  service. 

DSN  =  RR05. MINN. PROFILE. STD 

VOL  =  SER  =  012012 

Number  of  records  =  1,156,016  (  60  sec.) 

7.  Convert  non-profile  data  to  standard  format  and  edit  for  date, 
allowed  charge,  and  physician  services. 

DSN  =  RR05.MINN.N0TPR0F.STd 

VOL  =  SER  =  012057 

Number  of  records  =  206,717  (  21  sec.) 

8.  Print  a  few  records  of  RR05 . MINN. PROFILE . STD  (   14  sec.) 

9.  Print  a  few  records  of  RR05 .MINN.NOTPROF .STD  (     6  sec.) 

NOTE:     The  reduction  due  to  the  edits  was  much  greater  in  the  non-profile 
data  than  in  the  data  used  to  develop  physician  profiles. 

WASHINGTON 

Steps  Taken  to  Create  the  Washington  Prevailing  File 

1.     Copy  Washington  prevailing  file  into  HCFA  Tape  Management  System. 
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Output  reel     SER  =  004035  (     3  sec.) 

DSN  =  TR05.WPS.PREVAL 

DCB  =  (RECFM  =  FB ,  LRECL  =  46,   BLKSIZE  =  23000,  DEB  =  4) 

2.  Sort  pervailing  data  tape  by  HCPCS,  Area,  and  Specialty      (     4  sec.) 

Input  reel      SER  =  004035 
Output  reel     SER  =  011631 
DSN  =  RR05 .WPS. PREVAL. SORT 
Number  of  records  =  28,587 

3.  Print  a  few  records  of  tape  011631.  (     4  sec.) 

4.  Print  a  few  records  of  tape  004035 

Number  of  records  =  28,587  (     3  sec.) 

5.  Sort  prevailing  tape  file  by  HCPCS,  Modifier,  Area  Specialty,  and  Type  of 
Service . 

Output:     DSN  =  RR05.WPS.PREVAL.S0RT2 

SER  =  002543 

Number  of  records  =  28,587  (     4  sec.) 

6.  Print  a  few  records  of  tape  002543  (     4  sec.) 
Steps  Taken  to  Create  Washington  Customary  File 

1.  Copy  customary  data  tape  into  HCFA  Tape  Mangement  System. 
Output:  DSN  =  TR05. WPS. CUSTOM 

DCB  =  (6250/9T/32738/32742/VB) 

SER  =  004046.     Tape  contains  12,463  records  (     4  sec.) 

2.  Prepare  tape  of  unit  records  of  customary  charges  for  physician  services. 

Output:  DSN  =  RR05 .WASH.P0DB5 
SER  =  002374 

DCB  =  (6250/9T/00042/31500/FB)  (  35  sec.) 

Tape  contains  124,648  records 

3.  Print  a  few  customary  charge  unit  records      SER  =  002374     (     5  sec.) 

4.  Sort  customary  charge  unit  records        SER  =  002374  by 
Provider,  HCPCS,  Modifier,  Area,  Specialty,  and  Type  of  Service. 
Output:     RR05. WASH. CUST. SORT  SER  =  006262  (   16  sec.) 

Steps  Taken  to  Create  History  File 

1.     Copy  Washington  12-reel  history  file  into  HCFA  Tape  Management  System. 
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Output  reels:     DSN  =  TR05 .MINN.ORIG 

SER  =  (011515,  010680,  010681,  011220  011306, 
011333,  011335,  011339,  011617,  011620, 
011621,  011622,  011625)  (1646  sec.) 

2.  Create  the  beginning  of  a  PODB  file,  one  record  for  each 
physician  service  record. 

Input  reels:     (011515,  ...,011625) 
Output:  DSN  =  RR05 .WASH.P0DB2 

SER  =  (001126,  001227,  001354,  001364,  009088)  (7311  sec.) 

Number  of  input  records  =  12,487,131 
Number  of  output  records  =  6,387,751 

Output  record  layout  is  a  modification  of  the  standard  121-byte  record 
with  position 

Il9  as  the  extra  position  for  diagnosis 
120  -  121  as  the  area 

3.  Print  a  few  records  of  reel  001126. 

4.  Sort  each  of  the  five  (5)  reels  by  HCPCS,  Modifier,  Area,  Specialty, 
Type  of  Service 


Set  1 

input:       SER  =  001126  - 

Output:     RR05.WASH.  PODB.Rl       SER  =  007317 
No.  of  Records  =  1,371,600 


(375  sec.) 


Set  2 

Input:       SER  =  001227 

Output:     RR05. WASH. PODB. R2  SER  =  (007830,  007929) 

No.  of  Records  =  1,397,520 


(383  sec.) 


Set  3 

Input : 
Output 


SER  =  001354 

RR05 .WASH. PODB. R3  SER  =  (008010,  008024) 

No.  of  Records  =  1,372,140 


(375  sec.) 


Set  4 

Input:       SER  =  001364 

Output:     RR05. WASH. PODB. R4  SER  =  006550 

No.  of  Records  =  1,372,140 


(378  sec.) 


Set  5 

Input : 
Output 


SER  =  009088 

RR05. WASH. PODB. R5  SER  =  006478 

No.  of  Records  =  874,351 


5.  Print  a  few  records  of  Set  3      RR05 .WASH. PODB .R3 

6.  Insert  prevailing  data  into  PODB  records 


(234  sec.) 
(   16  sec.) 
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Set  1 

DSN  =  RR05.WASH.P0DB.pl  SER  =  009978  (209  sec.) 

Set  2 

DSN  =  RR05.WASH.PODB.P2  SER  =  (010039,  010092)       (215  sec.) 

Set  3 

DSN  =  RR05.WASH.P0DB.P3  SER  =  (010114)  (211  sec.) 

Set  4 

DSN  =  RR05.WASH.P0DB.P4  SER  =  (009969,  009977)       (200  sec.) 

Set  5 

DSN  =  RR05.WASH.PODB.P5  SER  =  (009948)  (135  sec.) 

7.  Print  a  few  records  of  each  data  set 

Set  1  (  17  sec.) 

Set  2  (   18  sec.) 

Set  3  (   17  sec.) 

Set  4  (17  sec.) 

Set  5  (  12  sec.) 

8.  Sort  each  set  of  PODB  data  by  Provider  Number,  HCPCS  Code, 
Modifier,  Area,  Specialty,  and  Type  of  Service 

Set  1  (366  sec.) 

DSN  =  RR05. WASH. PODB. SI         SER  =  (011260) 

Set  2  (376  sec.) 

DSN  =  RR05. WASH. PODB. S2        SER  =  (012008,  010928) 

Set  3  (362  sec.) 

DSN  =  RR05. WASH. PODB. S3         SER  =  (012016,  012044) 

Set  4  (377  sec.) 

DSN  =  RR05.WASH.P0DB.S4         SER  =  (009168) 

Set  5  (224  sec.) 

DSN  =  RR05. WASH. PODB. S5         SER  =  (011765) 

9.  Add  customary  data  to  the  records  of  each  of  the  five  sets  of 
data.     If  a  customary  charge  existed,  the  SSN/EIN  and  the 
number  of  physicians  in  the  group  are  added  to  the  data. 

set  1  (  62  sec.) 

DSN  =  RR05. WASH. PODB. HPCl  SER  =  (010397) 
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Set  2 

DSN  =  RR05.WASH.PODB.HPC2 


SER  = 


(004911,  011910) 


(  67  sec.) 


Set  3 

DSN  =  RR05.WASH.PODB.HPC3 

Set  4 

DSN  =  RR05.WASH.P0DB.HPC4 

Set  5 

DSN  =  RR05.WASH.PODB.HPC5 


SER  =  (010120) 

SER  =  (011876,  004915) 

SER  =  (011799) 


10.  Print  a  few  records  of  each  resulting  data  set. 
Set  1 
Set  2 
Set  3 
Set  4 
Set  5 


(  64  sec.) 
(  64  sec.) 
(  41  sec.) 


(  16  sec.) 

(  16  sec.) 

(  16  sec.) 

(  16  sec.) 

(  12  sec.) 
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For  those  records  for  which  the  customary  charge  is  unknown 
but  there  exists  at  least  one  record  in  the  Provider/ Customary 
charge  file,  the  SSN/  EIN  and  Number  of  Physicians  in  the  group 
is  added  to  the  data  record. 


Set  1 

DSN  =  RR05.WASH.P0DB.HPCA 

set  2 

DSN  =  RR05.WASH.P0DB.HPCB 
Set  3 

DSN  =  RR05.WASH.P0DB.HPCC 
Set  4 

DSN  =  RR05.WASH.P0DB.HPCD 

Set  5 

DSN  =  RR05.WASH.P0DB.HPCE 


SER  =  (005561) 

SER  =  (012498,  007458) 

SER  =  (010010,  010108) 

SER  =  (012496) 

SER  =  (009765) 


12.  Print  a  few  records  of  each  data  set 
Set  1 

Set  2 
Set  3 
Set  4 
Set  5 

13.  Convert  SSN/EIN  indicator  code  to  S,  E  or  blank.  Shift 
6-digit  diagnosis  code  into  appropriate  5  positions  and 
create  a  multi-reel  single  file  data  set. 

Output : 

DSN  =  RR05.WASH.TOTL3.PROV 

SER  =  (012551,  012552,  012553,  012554,  012555) 


(  54  sec.) 

(  51  sec.) 

(  52  sec.) 

(  52  sec.) 

(  35  sec.) 


(  17  sec.) 

(  17  sec.) 

(  17  sec.) 

(  17  sec.) 

(  13  sec.) 


(217  sec.) 


14 


Print  a  few  records  of  final  data  set. 


(  63  sec.) 
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F.     Final  List  of  Data  Elements  and  Codes    The    final    list    of  data 
elements  for  the  Physician-Oriented  Data  Base 

(Exhibit  4)  defines  the  content  of  the  data  tapes  that  are  in  the  HCFA 
Tape  Management  System  and  the  position  of  each  field  in  the  tape 
record.  Field  29  was  added  to  accommodate  the  South  Carolina  provider 
identification  changes  that  were  made  during  1983.  These  are  described 
in  Section  7  below.  Exhibit  5  provides  the  detailed  description  of  the 
codes  with    space    requirements    for    the    Physician-Oriented   Data  Base, 

Q.     Provider  Numbering  Systems 

A  significant  segment  of  the  project  involved  the  development  of 
methods  for  selecting  a  sample  of  physicians  with  the  sampling  frame  to 
"be  based  on  carrier  assigned  provider  number."  Previous  experience 
had  indicated  that  provider  identification  was  a  complex  and  involved 
matter.  We  therefore  decided  to  visit  each  of  the  carriers  (except 
South  Carolina  Blue  Shield)  to  review  this  subject  in  as  much  detail  as 
possible.  At  the  same  time,  we  planned  to  obtain  information  on  the 
costs  of  providing  a  sample  of  1,  5,  and  10  percent  for  the  PODB  rather 
than  the  100%  data  being  gathered  for  the  project.  We  also  planned  to 
visit  one  carrier,  California  Blue  Shield,  that  was  a  contractor 
employing  a  random  access  disc-based  system  for  their  patient  history 
file.  As  mentioned  earlier,  we  had  excluded  from  consideration  for 
participation  in  the  project  ali  carriers  that  contracted  with  contrac- 
tors for  data  processing  that  used  random  access  disc-based  systems, 
since  such  a  system  results  in  high  costs  when  required  to  select 
relatively  large  numbers  of  records. 
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EXHIBIT  4. 


FINAL  LIST  OF  DATA  ELEMENTS  FOR 
PHYSICIAN-ORIENTED  DATA  BASE 


Field  Position 

Number                 Description  in  Record 

1.  Carrier  number  assigned  by  HCFA  -------  1-5 

2.  Provider  number  assigned  by  carrier  -----  6-17 

3.  Physician  SSN/EIN    18-26 

4.  SSN/EIN  Indicator    27 

5.  Provider  type  ----------------  28 

6.  Number  of  physicians  in  group  --------  29-31 

7.  Physician  Specialty  Code    ----------  32-33 

8.  Indicator  for  board  certification  ------  34 

9.  Beneficiary  number  (HIC)     ----------  35-46 

10.  Beneficiary  sex  ---------------  47 

11.  Beneficiary  year  of  birth  ----------  48-51 

12.  Place  of  service    --------------  52 

13.  Type  of  service      --------------  53 

14.  HCPCS  code   54-58 

15.  Modifier  for  HCPCS  code   59-60 

16.  Frequency  of  service    ------------  61-62 

17.  Amount  billed  -------------            -  63-69 

18.  Amount  allowed    ---------------  70-76 

19.  Customary  charge    --------------  77-83 

20.  Prevailing  charge  --------------  84-90 

21.  Geographic/specialty  indicator  for 

setting  prevailing  charge  ----------  91 

22.  From  date  of  service   92-96 

23.  To  date  of  service             ___________  97-101 

24.  Date  paid   102-106 

25.  Assignment  code  ---------------  107 

26.  Beneficiary's  state   108-109 

27.  Amount  of  deductible  withheld  --------  110-113 

28.  Principal  diagnosis  -------------  114-118 

29.  Provider  Supplied  EIN/SSN  suffix  code    119-121 


-  34  - 


EXHIBIT  5. 


CODES  WITH  SPACE  REQUIREMENTS 
FOR  PHYSICIAN-ORIENTED  DATA  BASE 


1 


Carrier  Number  Assigned  by  HCFA 

AlaDania       d/  i_.  is/  o 

flDQ  7  A 

V X xrg XII  X bXa.na o 

UUjZU 

Arkansas  —  d/ L—d/ b 

n  1  n  90 

U  iUZU 

Aloe     o            A  £i  f"  "n  o 
AX  d.  b  K,a.         fie  L  Lia 

California  —  Physicians  Service 

n  1  fi  "^0 

U  i  u  jU 

riXX^UIld.  ricLLlcl 

UU  J  jU 

Colorado  —  Medical  Service 

U  i  i  zu 

r\r\  c  "7  n 
OU  J  /U 

Delaware  (.ra.  Blue  bniela; 

U  iZ7U 

LNevaua  Aecna 

UUDoU 

District  ox  LOiumDia  (,ra.  oiue  bnieid^ 

U  i  J  /  u 

Utcianoma  ricLiia 

/^r»  CO  A 

riorida  —  B/ b 

A  1  "3  Q  A 

U  i  JoU 

Oregon  —  Aetna 

UUo  JU 

Indiana  (Mutual  Medical) 

A  0  A  C  A 

UZU  jU 

California  —  Occidental 

A  A  /.A 

UU04U 

Iowa  -  B/ b 

A  OA  7  A 

U  jU  /  U 

Connecticut  —  Conn.  General 

AA^  CA 

Kansas  -  B/b 

A  c  1  OA 

Idaho  —  Equitable 

A  A  ^  ^  A 

Kentucky 

A  C  O  0  A 

U  J  JZU 

New  Mexico  —  Equitable 

A  A  ^  O  A 

uubyu 

Maryland  -  B/b 

n  A  A  A 
UJ'+'I-U 

iennessee  Ciquitaoie 

A  A"?  A  A 

Massachusetts  B/S 

A  C  C  O  A 

U  jj  jU 

Wyoming  —  Equitable 

AA  7  1  A 

Micnigan      B/c— B/b 

AQ  1  QA 

Uo  iyu 

Louisiana  —  Pan  American 

A  A"7  1  A 

Minnesota  —  B/ L— B/ b 

1  AA7  0 

iUU  /  z 

Travelers  —  RR  (Georgia) 

UU/'tU 

Missouri  (B/S  of  Kansas  City) 

1  nn7  "5 
iUU  /  J 

JN  .  IL  .  K.eg .  rroc« 

An7  1 

MDntana  —  Physicians  Service 

1  C\C\1  It 

iUU  /  'I- 

IN.  L<en. 

UU  /  /  U 

New  Hampshire/ Vermont  ~  B/S 

1  nn7  ^ 
iUU/  J 

b .  L>en . 

UUoU  i 

D/ b  or  western  jNew  lorK 

1  nn7  ^ 
iUU  /  D 

Western 

00803 

BC/BS  of  Greater  New  York 

1  A  0  A  n 
iUz4U 

Minnesota  —  Travelers 

00820 

North  Dakota  -  B/S 

iUZ  jU 

mssissippi  iraveiers 

00865 

Pennsvlvania  —  B/S 

10490 

Virginia  -  Travelers 

00870 

Rhode  Island  -  B/S 

11260 

Missouri  -  General  American 

00880 

South  Carolina  -  B/C-B/S 

12280 

Nebraska  —  Mutual  of  Omaha 

00900 

Texas  -  Group  Medical  &  Surgical  Serv. 

13110 

Georgia  -  Prudential 

00910 

Utah  -  B/S 

13310 

New  Jersey  -  Prudential 

0093A, 

0093B,  0093C,  0093E,  ) 

13340 

North  Carolina  -  Prudential 

0093F, 

0093H,  00931,  0093L,   )  Washington 

14330 

New  York  -  Group  Health 

0093M, 

0093N,  0093P,  0093Q,  )  Physician 

16360 

Ohio  -  Nationwide 

0093R, 

00932,  00935,  00936,  )  Services 

16510 

West  Virginia  -  Nationwide 

00951 

Wisconsin  -  Physician  Service 

33170 

EDSF  -  Illinois 

00973 

Puerto  Rico  -  Seguvos  De  Servicio 

2 

Provider  number  assigned  by  carrier  (12  position) 


Physician  SSN/EIN 


(9  position) 
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4 


SSN/EIN  INDICATOR  (1  position) 

S  -  Element  3  is  an  SSN 
E  -  Element  3  is  an  EIN 

N  -  Element  3  is  neither  an  SSN  nor  an  EIN 

_5 

Provider  type  (1  position) 

1  -  Solo  practice 

2  -  Hospital  based  physician 

3  -  Partnership,  association,  or 

group  with  single  specialty 

4  -  Partnership,  association,  or  group 

with  multiple  specialties  (clinic) 
9  -  Unknown 

0  -  Non-applicable 

6^ 

Number  of  physicians  in  partnership,  (3  position) 

association  or  group 

3  digit  number  right  justified 

888  -  Not  available 

999  -  Unknown 

000  -  Non-applicable 

1_ 

Specialty  code  (2  position) 

01  General  Practice 

02  General  Surgery 

03  Allergy 

04  Otology,  Laryngology,  Rhinology 

05  Anesthesiology 

06  Cardiovascular  Diseases 

07  Dermatology 

08  Family  Practice 

09  Gynecology  (Osteopaths  only) 

10  Gastroenterology 

11  Internal  Medicine 

12  Manipulative  Therapy  (Osteopaths  only) 

13  Neurology 

14  Neurological  Surgery 

15  Obstetrics  (Osteopaths  only) 

16  OB-Gynecology 

17  Ophthalmology,  Otology,  Laryngology,  Rhinology  (Osteopaths  only) 

18  Ophthalmology 

19  Oral  Surgery  (Dentists  only) 

20  Orthopedic  Surgery 

21  Pathologic  Anatomy;  Clinical  Pathology  (Osteopaths  only) 

22  Pathology 

23  Peripheral  Vascular  Diseases  or  Surgery  (Osteopaths  only) 

24  Plastic  Surgery 

25  Physical  Medicine  and  Rehabilitation 

26  Psychiatry 

-  36  - 


7     Specialty  Code  (Cont'd) 


27 

Psychiatry,  Neurology  (Osteopaths  only) 

28 

Proctology 

29 

Pulmonary  Diseases 

30 

Radiology 

31 

Roentgenology,  Radiology  (Osteopaths  only) 

32 

Radiation  Therapy  (Osteopaths  only) 

33 

Thoracic  Surgery 

34 

Urology 

35 

Chiropractor,  licensed 

36 

Nuclear  medicine 

37 

Pediatrics 

38 

Geriatrics 

39 

Nephrology 

40 

Hand  Surgery 

41 

Optometrists 

48 

Podiatry  -  Surgical  Chiropody 

49 

Miscellaneous 

60 

Public  Health  or  Welfare  agency 

61 

Voluntary  health  or  charitable  agency 

62 

Psychologist 

63 

Portable  X-Ray  supplier  - 

64 

Audiologist 

65 

Physical  Therapist 

69 

Laboratory,  Independent 

70 

Clinic 

71 

Diagnostic  X-ray 

72 

Diagnostic  laboratory 

73 

Physiotherapy 

74 

Occupational  Therapy 

75 

Other  medical  care 

99 

Unknown  physician  specialty 

Indicator  for  board  certification 


(1  position) 


1  -  Board  certified 

2  -  Not  board  certified 

8  -  Not  available 

9  -  Unknown 

0  -  Non- applicable 

9_ 

Health  insurance  claim  number  beneficiary  (HIC)  (12  position) 
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10 


Beneficiary  sex 


(1  position) 


1  -  Male 

2  -  Female 

8  -  Not  available 

9  -  Unknown 


11 


Beneficiary  year  of  birth 


(4  position) 


4-digit  year 

8888  -  Not  available 

9999  -  Unknown 


12 


Place  of  service 


( 1  p  osition) 


1 

-  Physician's  office 

2 

-  Patient ' s  home 

3 

-  Hospital  inpatient  service 

4 

-  Skilled  nursing  facility  and  nursing  home 

5 

-  Hospital  outpatient  service 

6 

-  Laboratory 

7 

-  Other 

8 

-  Independent  kidney  disease  treatment  center 

9 

-  Ambulatory  surgical  centers 

H 

-  Hospice 

1 

Medical  care 

2 

Surgery 

3 

Consultation 

4 

Diagnostic  X-ray 

5 

Diagnostic  laboratory 

6 

Radiation  therapy 

7 

Anesthesia 

8 

Assistance  at  surgery 

9 

Other  medical  service 

F 

Ambulatory  surgical  centers  facility  usage 

L 

Renal  supplies  in  the  home 

M 

Alternate  payment  method  for  maintenance  dialysis  (monthly  payment) 

N 

Physician  services  provided  to  living  kidney  donors 

V 

Pneumococcal  vaccine 

Y 

Surgical  2nd  opinion 

Z 

Surgical  3rd  opinion 

13 


Type  of  service 


(1  position) 


-  38  - 


14 


HCPCS  code  (Physician  services) 

CPT-4  codes  10000-99999, 
M0000-M9999,  R0000-R8999,  T0000-T9999 


15 


Modifier  for  the  HCPCS  code 

Use  99  if  more  than  1  modifier 

Frequency  of  service 

Use  99  if  99  or  greater 


16 


(5  position) 


(2  position) 


(2  position) 


Amount  billed 

Amount  allowed 

Customary  charge 
$$$$$. 

Prevailing  charge 
$$$$$. H 


Geographic/ specialty  indicator 
for  setting  prevailing  charge 

1  -  No  region  -  no  specialty 

2  -  Region  -  no  specialty 

3  -  No  region  -  specialty 

4  -  Region  -  specialty 
8  -  Not  available 


17 


18 


19 


20 


21 


(7  position) 


(7  position) 


(7  position) 


(7  position) 


(1  position) 


22 


From  date  of  service  YYDDD  * 


(5  position) 


*  DDD  =  Julian  Date 
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23 


To  date  of  service  YYDDD  * 


(5  position) 


Date  paid  YYDDD  * 


Assignment  indicator 


24 


25 


1  -  Assignment  accepted 

2  -  Assignment  not  accepted 


26 


Beneficiary's  state 


Standard  Post  Office 

two-letter  abbreviation 


Amount  of  deductible  withheld 


27 


Principal  diagnosis 

ICD-9-CM  (left  justify) 

Provider  Supplied  EIN/SSN  suffix  code 


28 


29 


(5  position) 


( 1  p  osition) 


(2  position) 


(4  position) 


(5  position) 


(3  position) 


*  DDD  =  Julian  Date 
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H.     Carrier  Identification  of  Physicians 


All  carriers  visited  use  two  numbers  to  identify  physicians.  One 
is  the  Social  Security  Number  (SSN);  the  other,  the  Employer  Identifica- 
tion Number  (EIN).  These  two  federal  numbers  are  used  to  report  claims 
reimbursement  to  the  U.S.  Treasury  Department.  The  SSN  is  used  for 
physicians  who  have  not  incorporated,  are  not  members  of  a  specialty 
group  or  are  not  employed  by  an  agency  or  institution.  In  other  words, 
an  SSN  identifies  individual  practitioners.  The  EIN  is  used  for  all 
other  physicians.  The  EIN  may  identify  a  single  physician  who  has 
incorporated  or  more  than  one  physician.  However,  no  distinction  is 
made  so  that  the  EIN  identifies  as  a  group  all  physicians  who  are  not 
individual  practitioners. 

Carriers  also  assign  a  provider  number  to  each  provider  of  Medicare 
Part  B  services.  Each  of  the  four  carriers  visited  maintained  a  provider 
file.  The  provider  number  is  always  unique  for  each  defined  provider. 
These  definitions  vary  from  carrier  to  carrier.  When  a  provider  has 
more  than  one  location,  a  provider  number  is  assigned  to  each  location 
but  only    a    single    SSN    or    EIN    will    be    carried    for    each  provider. 

Minnesota  Blue  Shield  uses  the  provider  number  only  when  the  SSN 
or  EIN  is  not  known.  However,  using  the  specialty  codes  in  conjunction 
with  the  SSN  and/or  the  EIN,  solo  practitioners,  single  specialty  groups 
and  multi-specialty  groups  can  -be  identified. 

North  Dakota  Blue  Shield  assigns  a  provider  number  to  each  indivi- 
dual physician.  It  also  uses  a  Provider  Type  code.  The  Provider  Type 
code  is  the  tenth  position  of  the  9  digit  SSN/EXN  number  and  is  used 
in  conjunction    with    the     SSN/EIN    numbers    to     convey    the  following: 


1 

SSN  for  solo  practitioners 

2 

No  SSN,  solo  practitioner,  use  carrier  assigned 

provider  number 

3 

EIN  for  supplier 

4 

No  EIN,  supplier,  use  carrier  assigned  supplier 

number 

5 

EIN  for  hospital-based  physicians  and  independent 

laboratories 

6 

No  EIN,  hospital-based  physicians  and  independent 

laboratories 

7 

EIN  for  clinics  groups,  partnerships,  etc. 

9 

Unknown 

All  North  Dakota  physicians  are  assigned  an  individual  provider 
number  as  well  as  the  appropriate  SSN  or  EIN  number  and  provider  type 
code.  If  a  physican  has  more  than  one  office,  a  provider  number  is 
assigned  for  each.  There  are  20  to  30  such  physicians.  However,  as 
their  customary  charges  are  aggregated,  the  system  can  identify  them 
as  individuals. 

The  South  Dakota  physicians  are  paid  only  on  an  individual  basis. 
Rather  than   a   provider   type   code,    the   tenth   position   of    the  SSN/EiN 
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CONCLUSIONS 


Summary 

Specifications  for  the  preparation  of  a  carrier-originated  physi- 
cianoriented  data  base  have  been  developed  during  the  course  of  this 
project  and  the  feasibility  of  such  a  data  base  has  been  established. 
The  data  elements  included  in  the  data  base  were  suggested  initially 
on  the  basis  of  HCFA  and  other  researchers'  expressed  interests.  The 
final  list  of  data  elements  was  determined  on  the  basis  of  their  avail- 
ability in  the  carrier-maintained  master  patient  history  files.  Thus, 
the  only  provider  information  included  in  the  data  set  are  provider 
data  available  on  the  individual  claims  records  incorporated  into  the 
master  patient  history  files.  Similarly,  the  codes  specified  for  each 
data  element  are  either  those  specified  by  HCFA  for  its  own  use  and  as 
instructions  or  as  guides  to  the  Medicare  Part  B  carriers  or  those  in 
general  use  by  the  carriers. 

The  project  obtained  from  three  of  the  four  participating  carriers 
tapes  created  by  the  carriers  that  were  in  the  format  specified.  Also, 
to  the  maximum  extent  feasible,  codes  used  by  a  carrier  that  varied 
from  the  "standard"  codes  specified  for  a  data  element  were  converted 
by  the  carrier  to  match  the  "standard"  codes.  The  data  obtained  from 
the  fourth  carrier  allowed  Mandex  the  opportunity  to  carry  out  each  of 
the  steps  necessary  to  first  match  the  records  in  the  master  patient 
history  file  with  the  customary  and  prevailing  files  in  order  to  insert 
customary  and  prevailing  charge  data,  then  to  convert  each  set  of  codes 
as  needed  to  the  "standard"  codes,  and  finally  to  create  the  PODB  file 
in  "standard"  format.  Each  of  the  steps  required  to  accomplish  this 
and  the  computer  time  required  is  described  on  pages  24-25  and  28-32. 

A  major  goal  of  the  project  was  to  develop  methods  for  selecting  a 
sample  of  physicians  so  that  it  would  be  unnecessary  for  HCFA  to  collect 
lOO%  of  Part  B  bill  data.  To  accomplish  this,  the  scope  of  work  speci- 
fied that  "the  sampling  frame  must  be  based  on  carrier-assigned  provider 
number."  During  the  course  of  the  project,  it  was  determined  that  for 
three  of  the  four  carriers,  a  sampling  frame  of  individual  physicians 
can  be  established.  This  frame  will  allow  stratif iction  of  any  size 
sample  according  to  physician  specialty.  In  the  fourth  of  the  partici- 
pating carriers,  the  sampling  frame  cannot  be  individual  physicians. 
Rather  it  can  be  (1)  solo  practitioners,  (2)  single  specialty  groups, 
and  (3)  multiple  specialty  groups. 

Another  major  goal  of  the  project  stated  in  the  scope  of  work  was 
to  obtain  estimates  of  "the  additional  costs  to  the  carriers  of  providing 
these  specific  data  when  timed  to  coincide  with  the  annual  fee  screen 
update.  These  costs  must  be  estimated  for  samples  of  1,  5,  and  10  per- 
cent of  all  practices."  The  cost  of  obtaining  the  100%  data  specified 
to  the  carriers  that  provided  the  selected  data  elements  and  converted 
codes  in  the  "standard"  format  would  have  been  $16,891  had  all  four  car- 
riers provided  such  data  from  their  master  patient  history  files.  Each 
carrier  has   estimated  that  the   cost   of   a    1,    5,    or   10  percent  sample 
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would  be  essentially  the  same.  The  da.fference  between  100%,  10%,  5%, 
and  1%  samples  is  accounted  for  by  the  actual  cost  of  the  additional 
reels  of  tapes  as  sample  size  increases  since  the  entire  file  must  be 
searched  in  order  to  extract  a  sample  even  when  the  file  is  in  physi- 
cian sequence.  Computer  systems  developed  by  a  number  of  carriers  may 
not  require  that  the  file  be  put  into  physician  sequence  in  order  to 
update  profiles. 

All  of  the  data  received  from  the  four  participating  carriers  have 
been  entered  into  the  HCFA  Tape  Management  System.  These  are  100% 
samples  of  the  1983  files  submitted,  not  a  sample  data  base  as  suggested 
in  the  scope  of  work. 

RECOMMENDATIONS 

The  visits  made  to  the  carriers  for  Minnesota,  North  and  South 
Dakota,  Washington,  and  Northern  California  provided  detailed  informa- 
tion as  to  the  methods  and  procedures  used  to  identify  physicians. 
Because  we  had  worked  closely  with  South  Carolina  Blue  Shield  and  its 
data  systems  since  1979,  we  felt  confident  that  we  were  sufficiently 
knowledgeable  about  the  specifics  of  their  system  for  identification  of 
physicians  so  that  no  visit  was  necessary.  South  Carolina  physicians 
can  be  individually  identified  and  specialty  stratified  samples  can  be 
drawn. 

Our  visits  confirmed  that  visits  to  each  carrier  are  needed  to 
achieve  a  full  understanding  and  comprehension  of  each  carrier's  sys- 
tem for  identifying  physicians.  Only  on  the  basis  of  this  detailed  in- 
formation can  a  valid  sampling  frame  be  constructed.  Our  first  recom- 
mendation is  that  these  visits  should  be  made  by  a  cadre  of  at  least 
two  persons  and  at  most  four  who  are  fully  conversant  with  the  potential 
sample  design  options  and  with  carrier  operations. 

Our  second  recommendation  is  that  HCFA  collect  the  physician- 
oriented  data  base  files  on  a  100%  basis.  The  total  data  tapes  to  be 
collected  from  all  carriers  for  a  calendar  year,  assuming  the  data 
elements  defined  in  Exhibit  4,    will   be  fewer  than   300  reels   of  tape. 

If  our  two  recommendations  are  carried  out,  HCFA  staff  can  specify 
and  select  meaningful  samples  should  it  be  determined  that  smaller 
files  would  be  advantageous  for  the  variety  of  research  studies  that 
may  be  developed. 
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